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of the nurse, that there is also pigmentation of the hands, rather 
more about the forearms and elbows than m the hands, and the 
pahns of the hands also show a shght degree of pigmentation 
Pigmentation is more marked on the face than it is on the hands 
It IS more marked on the forearm than it is on the hand, and 
possibly it IS mcreased a httle bit m the upper arm as contrasted 
to the forearm 

You said the pigmentation was more marked on the abdomm 
than it was on the hand What does the fact that the han 
are less pigmented than the trunk suggest? 

Student That it is not any form of pigmentation w 
depends on the action of sunhght for a deposition of the pigmen 

Dr Christian Yes, there Is some factor other than 

to sunhght If It were more marked on the face an i 

you would suspect exposure to the sun, but bemg ^ ® . 

on the hands and distinctly more marked on the protec 

as well as on the face, which is unprotected, 

out pigmentation from exposure to sunlight In ® ^ 

It IS always well in a case of pigmentation to ^e w e 

is a sharp Ime of demarcation between the 

adjacent scalp which is protected by the bair 

there is often a definite difference m exposed, 

hne between people exposed to the sun an 

and particularly where they have worn general pig- 

change Her scalp m pigm^ted, so Je h^^t^ 

mentation which, on the of patient’s 

neck, and thorax ^ 

The abdomen is distended, apparently with flmd, 

bTUDEOT dulness m both flanks and 

SnXg ovLtt: whole abdomen widi tte encepbon of a smah 
area at the top, which is tympanitic 
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Dr. Christian The abdomen is distended, the greater part 
of the abdomen is dull, tympany b limited to a small area in 
the center, there b a fluid wave, and that b pretty good evidence 
of fluid Did you feel the liver or spleen? 

Student I could not get m, the abdomen is too tense. 

Dr. Christian The abdomen b tense, so that the liver and 
spleen were not made out. We cannot led the liver and ^ieen 
when her abdomen is tense t h is way She has been tapped, 
and after tapping the hver edge at times has been felt, not mark- 
edly enlarge, and the spleen has been felt, apparently the spleen, 
m a proportionate sense, bemg a little bit larger than the liver, 
but neither one b very large The abdomen has not a uniform 
pigmentation, but there are pale areas where there b vitiligo 
or absent pigmentation, so she has this brownish pigmentation 
with areas, showing absent or decreased pigmentation There 
b a pale area on the abdomen about the size of a 5-cent piece, 
and there are smaller areas of that type scattered over the trunk, 
so we have a generalized pigmentation, brownish m color, more 
marked on the trunk than on the forearms or lower legs, present 
throughout the akm to a certam degree eicqit m scattered small 
irregular areas, where there is an abnormal absence of pigmenta 
bon, we have a combmabon of cutaneous pigmentabon and 
small areas of absent pigmentabon or, as we call it, vitihgo 
In addition, she has edema of the feet and asates, and m the 
conjuncbvffi a small trace of jaundice, not very marked, she 
has no evidence of jaundice as far as the shin goes 
Did you get a chance to eiamme her thorax? 

Student I went over it humedly The heart sounds below 
the mpple are very distant, and m the region of the second 
interspace there is a qmte marked systohc murmur which b 
best heard there, but also b heard on the right side The chest 
teemed normal on auscultation and on percussion in front 
Behmd, the sounds seem somewhat diminbhed on the left side 
Dr. CHEmriAN Is that all over the lung or toward the base? 
Student At the base, and, with the questionable dulness, 
the tactile fremitus seemed dmumshed at the same point 
Dr Christun That b quite characterisbc There is a 
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systolic murmur, but the heart is not enlarged \Rth that 
amount of fluid m the abdomen the heart naturally is encroached 
upon by the high diaphragm and somewhat disturbed in rela- 
tion to the chest wall, so you do not get the maxunum sounds 
where you might e^ect them In the same way there are 
decreased breath soimds and dulness at the base behind, ap- 
parently a httle more on one side, as far as we can judge, that is 
simply a high diaphragm crowded up against the heart in front, 
and, m the same way, on the lungs behind, giving a higher hne 
of dulness than you ordmanly get, but the heart and lungs are 
essentially normal 

Smce she has been m the hospital she has had a somewhat 
irregular fever, gomg at tunes fairly high It is practically 
never normal throughout the twenty-four hours Orduiarily it 
runs from a httle below normal to about 100° F , wi^ occaaonal 
higher elevations When she first came in she ran a high tem- 
perature, at one time gomg up to 104° F , with a pulse a httle 
fast— between 110 and 115 Recently her pulse has been run- 
ning between 80 and 90 The respiration has been pretty um- 
formly between 20 and 25 for fourteen to fifteen days, and then 
it has run about 20 smce, so from the chart there is no evidence 
of any disturbance m the cardiac or respiratory mechanism, but 


there is a shght irregular fever 

I will give you a httle more about her history There ^ 
alcohohc history She has been a person who has use ^ ^ 

large amount of tea— six cups of tea daily She has war ^ 
an attendant nurse Previous to five years ^o s e wot 
hard, with long horns, but stood her work well For many 
year^ she has Teen hvmg with an elderly lady where the work 
has been veiy ea^ and congenial, she havmg her afternoons 
and evenmgs to herself She had been domg this work up to 
the time of her admission As I have already said, she was 


bom m Ireland and hved there xmtil six years ago 

There is no history of previous lUness As she expressed it, 
she was an unusuaUy healthy woman While living m Ireland 
she very frequently was closely associated with advanced cases 
of pulmonary tuberculosis, but gives no history of any symptoms 
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herself snggeatmg tuberculosis There has been no drsturbance 
in her head, eyes, or ears In regard to her nose, die has had 
no discharge or any obstruction, but has had attacks of epis taxis 
during the past eight years associated, as die thinks, with her 
menstruation Not every month, but ahnost sn months out of 
the year she has a sudden nosebleed, mostly from the left nostril, 
just before the onset of her monthly sickness. She never loses 
more than 1 or 2 tablespoonfuls of blood at one tone. These 
attacks of epistans ceased entirely two years ago until four 
months ago, when she a single attack with her last menstrual 
period She has had false teeth for two years. I do not know 
about her teeth pnor to that There is no cardiorespiratory 
disturbance m her past history 

The patient has always had a very good appetite and has 
eaten three heavy meals daily Her bowels have always been 
regular without cathartics, averagmg one or two movements 
daily She has never felt nauseated or had gaseous eructations, 
although she has been troubled by gas per rectum at times, 
but this has not been present m the past four months She 
never has had vonutmg, hematemesis, distress, or cohcky pains. 
Her color has always been dark, and frecjuently, smce the age 
of twenty-eight, she says her skin has been dark and yellowish 
at mtervals So far as she knows her sclera: have never been 
ydlow pnor to the present illness. There is no history oi diar- 
rhea or clay-colored stools previous to the present fllness She 
gives a history of moderate smarting discomfort at stool suggest- 
ing the possibility of hemorrhoids Pnor to the present fllness 
she had to get up from two to three times at m^t to pass her 
urme During the past four or five months she has had no 
noctuna and th i n k s she has been passing smaller quantities of 
urme at a tune (Her chart confirms that smce she has been 
m the hospital ) There has been no other abnormahty noted 
m regard to her urme. 

There is no history of any venerea] disease and nothing to 
suggest a previous gonorrhea or syphilis. Previous to commg 
to the place at which she works at present her sleep was very 
irregular, but for the past three years she has slept very well 
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There has been nothing abnormal about her history of sleep until 
quite recently, and I will bring that out in connection with 
the present illness I presume the irregulanty of sleep before 
that refers to her work as an attendant nurse, and that she had 
to get up from tune to time m the course of her duties and so 
did not have regular sleep The nurses abroad are rather apt 
to be on the job for twenty-four hours, and in takmg care of a 
patient sleep m the room with the patient at mghL They do 
not follow the American system of havmg a day and mght nurse. 

Her catamenia commenced at the age of fourteen and has ^ 
always occurred with great regularity until four months ago, 
when she had her last period She has always flowed abundantly, 
it lastmg seven days She has never suffered pain or had any 
symptoms durmg or after her periods There was nothing ab- 
normsd about the catamenia except the associated nosebleeds 
already descnbed Her best weight was 141 pounds a month 
ago Her average for the past ten years has been 140 pounds 
She says she bag been growrmg thm for at least two months, 
and all her fnends remarked her loss of flesh, and yet she weighs 
as much as she ever did, weighmg about 141 pounds on admission 
Of course that is due to the fact that the accumulating asates 
and simultaneous loss of fat and muscle substance have ap- 
parently gone parallel, so that now she weighs her best normal 
Weight wnth what she has noted — ^loss of flesh — and the loss o 
flesh made up by a gam m the asatic fluid which we have noted 

As to her present illnt^c ; — six months ago the patient was 
perfectly well as far as any symptoms were concerned She has 
had no pain, no subjective g^ gng or discomfort except itchmg o 
the skm and mcreased discomfort from an enlarged abdomen 
and swelling of the legs, to be descnbed later These symptoms 
began six months ago, and pnor to that she had no symptoms, 
and those are the only symptoms she has had— itchmg of the 
skm, enlargement of the abdomen, and sweUing of the legs 
At present she feels well, and only yesterday stood on the street 
all day long viewing the parade (that was the peace celebration 
parade) The fiirst trouble the patient noticed was itchmg ssii 
irritation of the skm which was probably most severe five to six 
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months ago So intense was the itchmg that she excoriated 
herself from scratching the lesions. On the skin of the abdomen 
there was a sensation as though small insects were burrowing 
mto the flesh. Besides on her abdomen the irritation was in 
tense on the arms and legs She thinks ^e was somewhat jaun- 
diced at this time She consulted a doctor, who told her that 
she had hver trouble, but gave her httle advice as to the nature 
of the condition. The itchmg on the atm has duninished grad 
ually and has given very little discomfort m the past month 
At present there is very slight irritation About sis months 
ago the pabent, though feeling well, nohced that she could sleep 
for three to four hours m the afternoon, so that she regularly did 
this She was able to keep awake if she had any work that she 
was obliged to do Her skm was of a rather yellowish hue, but 
this was not pronounced. 

One month ago, while taking care of a patient sick with Influ 
ensa, where she worked very hard, she suddenly became aware 
of a considerable swellmg of the ankles and legs and her knees 
were particularly swollen The swelling was hard and did not 
yield to pressure At this time she consulted a phvsiaan, who 
told her that he was unable to account for it The abdomen was 
swollen at this time and she says that during the following week 
she noticed it becoming rapidly distended She doubts If it 
was a gradual mcreose m size which she had faded to notice, 
hut regards her dlstenhon as havmg come on rapidly lu the 
course of a week’s time According to her statement her jaun 
dice increased in the past month, but she did not notice the 
sclera: to be yellow until entrance to the hospital, when her 
attention was called to it. On one occasion one mouth ago she 
noUced her urine to be very dark. She has always observed 
her urine, and says that It has been dark at intervals since iben 
About the same time her stool was of a light yellow color and 
she noticed a similaT condition only once since, and that was the 
morning of admission The patient says that she Eng never 
had any pain at anj tune and that she feels strong and healthy 
She behei-es her flesh has fallen away considerablj in the last 
few months, and she thinks that the only reason her weight is 
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maintanied is because of the swelling of her abdomen Having 
been thrown with patients as an attendant, though not a graduate 
nurse, that history probably represents a more intelhgent ob- 
servation of herself than we generally get m our pabents, and 
it IS a pretty clear history 

The phj'sical examination is essentially negative except for 
the points that have been brought out, that is, pigmentation 
and fluid in her abdomen — she has been tapped on three occa- 
sions On November 13th 3900 c c of yellow turbid fluid was 
removed, havmg a specific gravity of 1005, 5 8 grams of albumin 
per hter, quantitated with the Esbach method, which is only 
moderately accurate, no bile, no urobflin, 280 cells per centimeter, 
lymphocytes, 45 per cent. , mesothelial cells, 55 per cent She 
was tapped agam two days later and 1800 c c. of the same km 
of flmd was removed, specific gravity 1008, cell count 2670, 
89 per cent, polymorphonudears, 11 per cent lymphocytes 
The albumm m this specimen was shghtly less, 4 8 grams pa 
hter On December 2d 3500 c c were removed, givmg a speote 
gravity of 1006, 8 grams of albumm per hter, and 200 cells, 50 
per cent of which were lymphocytes, 47 per cent, mononuclears, 
m other words, mesothehal cells, and 3 per cent polymorphonu 
clears In the countmg chamber it was observed that some 0 
the cells contamed rather numerous brown pigment granules 

She has not any leukocytosis There is a shght degree 0 
anemia, 4,008,000 red cells, with a hemoglobm of 85 per cent- 
The differential count is normal and there is nothmg abnormd 
about the red cells Her urme specific gravity has averag 
from 1010 to 1030 at different observations Occasionally it 
contains the shghtest possible trace of albumm, but is usuaUy 
free from albumm It usually contains a very small amount of 
glucose From tnne to tune it has given a positive bile test 
There are no red cells m the urme m most of the examinations, 
sometimes an occasional one A few white cells are ordinarily 
found, but no casts have been found m a number of observa- 
tions One stool exammed on November 14:th was small, dark, 
flmd, no gross blood, pus, or mucus Bemadm reaction was 
negative Nothmg abnormal was found microscopically m the 
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Stool On Novemter 2Sth a stool was eiammed, which was 
day colored, soft, unformed, no gross blood, pus or mucus, 
negative benadm reaction. On the 26th the stool was clay 
colored, soft, unformed, no gross blood, pus or mucus, bt uizid m 
negapve. There was a certain amount of diarrhea — four stools 
that day Since then a number of stools have shown a negative 
benadm test Fairly abundant fatty aad crystals were noted 
m a number of the stools. The Wassermann reaction was nega- 
tive The blood pressure is 140 systohc and 90 diastohc. 

Mr , what should you say about the diagnosis? What 

would you consider as the probable condition with that history 
and that physical erammation? 

Student Jaundice of one type or another 

De. Chktstian Yes, the patient has jaundice. Of what 
type do you thmh it is? 

Student The chronic type or probably a sort of catarrhal 
jaundice 

Db. Chhetian Do not say “catanhal” unless you know 
what it means, and that you really mean it at this time. What 
do you mean by "catarrhal jaundice”? 

Student Jaundice due to catarrhal inflammation of the 
bile-ducts, and possibly extending into the liver along the smaller 
ducts 


Da. Chebtian Catarrhal jaundice is a pretty de&ute rllmral 
entity — ^jaundice without any evidence of any gross lesion m the 
liver, coming on acutely, usually associated with or prectdEn 
by a gastro-intestinal upset, moderate in nature, accornpemef 
by fever in the early stages and the fever and gastnwnles5E£ 
upset clea rin g up, but the jaundice persistuig over 

short time, a few days to a few weeks Here Is a prd— ^ 

has had jaundice for a considerable length of tmy j- — g; 

catarrhal jaundice, and yon do not want to use tisr 
cvidence have you as to a cause of the janiiiS~ 

ha ve you in the patient of any other abnonntSr^ ^ 

Student There is the cardiac Ien-n_ 

Db Chsistian Which you mvl ^ 
you say she has a cardiac lesion? 


n.-LC]^ 


Vou 3 — ;8 
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Student She has a systohc murJBur, heard at the base 
Dr Christian What is the presumptive evidence ahont 
systohc murmurs at the base? 

Student That they are lunctional 
Dr Christian Yes, so there is not much to stand on as 
eindence of a heart lesion She might have a heart lesion, but 
■with those findmgs as regards the murmur the burden oi proot 
is on the lesion side The presumptive evidence is that any 
patient with a basal systohc murmur has a normal he^ la 
you prove that it is diseased m some way, decreased in func^ 
or mcreased m size What does the accumulation of fluid m 
the abdomen suggest? 

Student A sclerotic hver, syphihbc or alcoholic 
Dr Christian What term do we generally use when 

liver IS sclerosed? 

Student Cirrhosis , 

Dr Christian Yellow — ^it is an old term that 
great many years It was used for the color of the ve^ 
as the cirrhotic hver is not always yellow, when we 
term "arrhotic,” we mean now a hver with mcreased 
tissues m it and not the original meaning of the term 
you say that she probably has cirrhosis? 

Student It is suggested by the asates and m 
with the portal circulation The edema of the legs wo 
be BO suggestive of it , ^ 

Dr Chbishan How would you explain the edema o 
legs here? 

Stodent Possibly the fluid m the abdomen would inte et® 
with the return from the legs by pressure on the femoral veins 
Dr Cheishan Are the femoral veins m the abdomen? 
Student As they pass up th^ are. 

Dr CHRiSTrAN. After they pass up, what are they? 
Student The infenor vena cava 

Dr Christian I mean as they pass up to enter the inferior 
vena cava There is the inferior vena cava (illustration on the 
board) and here are the femoraJs, what is m between? 

Student You have the femorals and then the iliacs There 
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ate two sets, the conunon dividing into the exte rnal iliac and the 
mtemal iliac. 

Da Chbistian You have the infenor vena cava, the com- 
mon iliac and the external and mtemal iliacs, and pressure on 
those m the abdomen will cause edema oi the legs 'What is 
it that causes stoppage of the circulation to the legs— rvhat is 
the mechanism? 

Student Distention of the abdomen probably is suffiaent, 
that IS, stretching of the abdominal wall is suffiaent, though the 
pressure probably does not reach that point. 

Db CHEismN What pomt would it have to reach? 
Student Complete closure of the vans, which would neces- 
sitate the overcoming of the various factors that produce venous 
circulation. 

Dr. Christian What is the pressure m the infenor vena 
cava? 

Student Negative pressure 

Dr Christian What keeps the drculatlon from stopping 
if the pressure in the vein 13 low? Of course in the lower part 
of the infenor vena cava and iHacs the pressure is not a negative 
pressure, hut Is a low pressure and is a shghtly positive pressure. 
That being so, why are not those vans blotted out and the 
circulation stopped? 

Student The action oi the valves and the pumpmg action 
of the diaphragm prevents it, and there is sHght pressure from the 
arterial circulation 

Dr. Chrisiian Yes, slight pressure from ail of those tHn^ 
come in First, there is not any interference with the onward 
flow of the artenal supply The artenes carry blood to tn* 
legs which must come back and can go against very connd — 
resistance as long as there is a good driving impulse in ibtzKir- 
forang the arterial arcnlation. Why are the arteaeTrau* 
resistant than the vans? 

Student They are deeper in. 

Dr Christian What other diflaence? 

Student They are thicker wafled and hii-r r-rtmal 
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Dr Christian They are much thicker walled and so rather 
better protected K the artenes and vems were built alike and 
had the same pressure these circulatory disturbances from ac- 
cumulatmg abdommal flmd would be a much more senous 
matter As a rule you get what this patient has, simply a mod 
erate degree of edema of the legs except that somebmes, with 
mterference to the orculation and slowed venous orculabon, 
there is a tendency to thrombus formation, and you get thrombi 
formmg either m the veins m the abdomen or down the leg, and 
you get added to that picture venous thrombosis These pa- 
tients not infrequently have thrombosed vems in addition to 
havmg edema The edema of the legs is most probably due to 
the asates How could you prove whether it was due to the 
asates or not? 

Student It ought to be reduced, if due to the ascites, when 
the abdomen was tapped 

Dr Christian If you mechamcally can remove the fluid 
and keep it from recurring, m a short tune the edema of the legs 
will disappear Practically it is frequently rather diflicult to 
carry out that test because the abdomen fills so promptly after 
It IS tapped that it fills up again before the edema has time to 
dram away from the legs, but when there is a question of edema 
of the legs bemg due to ascites we observe to see whether tappmg 
of the abdomen reheves the edema 


Did that happen m this case, Dr 
Yes, it did 


Dr Christian It has been reheved after tapping, and the 
edema gets more marked when the abdomen becomes more 
distended We have evidence of a certam degree of jaundice 
which suggests interference with the biliary function and pomts 
to some hepatic lesion We have the asates, which suggests 
that there is mterference with the portal dramage, and that 
suggests ather a lesion in the hver or a lesion m the portal vein 
that is obstructive m nature like thrombosis of the portal vem 
or disturbance m the circulation through the hver, such as is 
produced by cirrhosis, so the jaundice and asates ^mt to or- 
rhosis of the hver The hver is a httle enlarged, which is m 
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accord wrth the idea of arrhosis, but does not prove drrhosis 
The spleen is moderately enlarged What explaimtion could 
yxni give of that? In other words, what causes enlargement of 
the spleen? 

Student In this case it seems as if with the hver orrhotlc 
the back pressure might cause a certain -amount of congestion 
of the spleen and enkrgemenL 

De Christian Yes, the liver may be arrhotic and the 
spleen simply enlarge on account of the congestion — passive 
congestion — brought about from mterference m the portal or 
culadon What other changes cause enlargement of the spleen 
besides back-pressure from a arrhotic hver? 

Student Various conditions of hyperplasia from chrome or 
acute infections 

Dr Christian Yes, various chronic hyperplasias Harked 
increase in the size of the spleen is the result of chronic hyper- 
plasia and that effects both the connective tissues m the spleen 
and the amount of cellular elements m the spleen. Very often 
with arrhosis of the liver the spleen is enlarged beyond what 
you would expect from portal obstruction, and we say that, 
because the same kmd of obstruction, brought about from poor 
arculahou on account of a heart condition, having just the 
sa m e effect as far as back pressure on the portal system is con- 
cerned, as a rule, does not produce any marked enlargement of 
the spleen, but produces a moderately enlarged Spleen, whereas 
cirrhosis of the hver patients may have a markedly enlarged 
spleen You have already seen a case of this type with enlarged 
spleen Dr Wolbach showed juu one that belonged m the 
group of Banti’s disease in which there was some other cause 
for the enlargement oi the spleen than enlargement simply from 
back pressure In this patient the splenic enlargement may be 
onlj the result of arrhosis of the liver or may be from some 
chronic inflammatory change leading to hyperplasia Is there 
anythmg in this historj to suggest m this particular case that 
the change in the spleen is one or the other? 

Student The blood is esscntiallj negative, which would 
tend to exclude mfcctions, as there is no leukocytosis 
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Dr. Christian Chrome infections probably would not give 
a leukocytosis, and chrome splemc hyperplasia usually has a 
normal blood-picture What is there in the patient’s history? 
How long has the abdomen been enlarged? Her abdomen swelled 
three weeks ago and her legs were noticed to be swollen to 
weeks ago She thinks these changes came on pretty definitely 
at that tune Assummg that the edema of the legs is due to 
change m her abdomen, and the abdomen showed some sw^ng 
when the legs were noticed to be swollen, that woul e 
back a month, or, to make it prior to that a reasonable len^ 
of time, we say the abdomen has been enlarged for sx weeks, 
that IS hardly long enough, from the pomt of view 0 passive 
congestion, to cause a moderately enlarged firm splem, so 
her spleen is defimtely enlarged and firm, as suggested by 
of the observations, presumably there has been some ypa 
plastic process going on m the spleen and it is not snap y a qu 

tion of back-pressure y 

What about the color of the skm apart from jaundicei’ x 
have evidence of jaundice with a httle yellow color ^ . 

We have found bile present m her urme, and that is 
borne out by the fact that there is a decreased amount of b e 
her stool Some of the stools are clay colored without S 
essentially fatty stools Bile, however, is not absent from 
stool When tested for it is found At times it is presen m 
enough quantity to color the specimen How about the pifi 
ment m the skm? 

Sttoent It IS darker than the ordinary pigment of jaundice 
It suggests more Addison’s disease It is brownish almost. 

De Cheistian It is a dark pigment, not particularly a 
yellow pigment, such as we see m jaundiced cases, nor has it 
the greenish hue that we often get m long-standmg cases 01 
jaundice It is pigment which is of a distmctly brownish color 
and mixed with it there is probably a certam amount of jaun- 
dice, but, as you look at the hands, abdomen, and face your 
impression is not one of a jaundiced patient, but of an indi- 
vidual who IS pigmented, and the pigment is, m general, of a 
brownish color Her history is one of pigmentation certainly 
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going back abont ni months. She then noticed that she was 
yellow, and associated with that was the maAed itching that 
we get in jaundice and which leads to a great deal of scratching 
Then she says that she has always been very dark in color She 
is, of course, a dark brunette, and there is a certam amount of 
doubt m her mind as to whether she is much more darkly pig- 
mented now than she was m the past. She speaks of being 
perlodlcaDy darker in color and always being pretty dark, so 
she 13 not quite sure of how long this dark pigmentation has 
been going on. It may date back to her early girlhood or it 
may be a thing that mcreased fairly recently, but mcreasdd 
gradually enough so that she herself really has not noticed any 
marked amount of pigmentation in the sense of change If you 
did not know about that pomt, lookmg at her you would say 
that she was very defimtely pigmented We do not see lush 
brunettes as darkly pigmented as her skin is and, as you say, 
that is somewhat suggestive of Addison’s disease She has a 
pigmented akin interrupted by non pigmented spots, which are 
areas of vitiligo Vitiligo occurs m non pigmented people, but 
is particularly prominent when It occurs in pigmented people 
The negro, particularly the mulatto type, very often shows 
vitiligo Of course the negro has the same kin d of pigment as 
a case of Addison's disease, except he has rather more of ft, 
and has always had it, and the next generation 13 going to have 
it. Addison's disease is an acquired pigment, but as far as the 
skm IS concerned there is no difference between Addison’s dis- 
ease in a microscopic section and the pigment m the negro 

December 12, 191S 

I want to discuss first this afternoon the diagnosis of the 
patient that I showed on hlonday To sum up what we found 
in that case, we had a woman of forty four, who presented the 
picture of marked asdtes with moderate edema of the legs. 
Her skm was deeply pigmented, brownish m color, with spots 
of vitiligo In addition, there was a very shght degree of jaun 
dl« Her abdomen had been tapped several times. After the 
removal of the fluid the hver and spleen could he felt and were 
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found to be moderately enlarged She had a normal heart, 
normal lungs, and no signs of nephntis For eight years she 
had had nosebleeds accompanymg her menstrual periods occa 
stonally For two years this phenomenon had been absent mth 
the exception of one menstrual penod when she had a nosebleed, 
and that was her last menstrual period and, apparently, the 
begmnmg of her menopause She was unusually well up to 
SIX months ago Then she began to have severe itching of the 
skm, so much so that she scratched enough to cause exconation 
of the skm At that tune she noticed that she was jaundiced 
A month ago she noticed sweUmg of her legs, and at this tune 
she noted sweUmg of her abdomen It is not very dear from 
her statement whether the swelling m the abdomen antedated 
the sweUmg of the legs or not, apparently she noticed the sntli 
mg of the legs first and then noticed the enlargement of her 
abdomen She feels pretty certam that swelhng of the abdomen 
took place m a relatively short tune and was not present until 
approximately a month ago As to her skm color— she thmfes 
that she has always been dark, and apparently she had not 
noticed particularly this dark brown color to her skm as being 
anythmg abnormal, though she had noticed six months ago that 
she was jaundiced There has been a loss of weight compensated 
by mcreasmg fluid, so that she has noted mcreasmg emaciation, 
and yet on admission her weight was the same as it was at her 
best weight when she was well There was no history of use of 
alcohol and no venereal disease by history, symptoms or sign^, 
and her blood Wassermann reaction was negative 

That case raises the question of the nature of the hepatic 
lesion, because the evidence is pretty dear that there is a dis 
turbance in the hver, and the question of the nature of to 
pigmentation It seems pretty dear that the change m to 
hver IS of the nature of a cirrhosis, possibly assoaated with 
obstruction m her common bile-duct, that the asates is second- 
ary to the portal obstruction, that the swelhng of the legs is 
due to the accumulation of fliud m the abdomen pressing upon 
the infenor vena cava or some of its mtra-abdommal branches 
The enlargement of the spleen may be the result of the portal 
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obutiuction or may be due to some process of hyperplastic nature 
going along with the change m the liver That the latter is the 
case 's suggested hy the fact that the spleen is of considerable 
size, when apparently from her symptoms the portal obstruc- 
tion has been of short duration As far as the pigment m the 
skm is concerned vitihgo is probably an acadental accom 
paniment and has no significance Sn months ago she had 
Itching and noticed jaundice. Apparently the mtensity of the 
jaundice was not very great. The itcbmg, however, accompany- 
mg the jaundice was sufficient to cause vigorous scratching and 
suggests that at that tone there undoubtedly was a disturbance 
of the nature of jaundice because itchmg is a very common 
accompaniment of jaundice, though it does not run parallel in 
amount to the jaundice. Some of the pabents with the most 
marked itching have very little jaundice, and some of the 
pabents with very marked jaundice have very httle or no itch- 
mg of the skin In other words, pruntis is a common accom- 
pannnent of jaundice, but does not occur directly in proporbon 
to either the extent or the duration of the jaundice. She was 
probably pigmented, from her story, in addibon to the jaundice 
at the tone of the development of the jaundice and the itchmg 
In other words, she had a brownish pigmentation at that tone 
and poshly has had it for a long tone At the same tone she 
15 ahnormally deeply pigmented for a woman of her race, she 
bcmg an Irish woman Although she is a brunette, you would 
not expect her skm to be as dark as it is unless there were some 
pathologic condition 

What condibons cause a combmabon of cirrhosis with en- 
largement of the spleen and pigmentation of the skin? The con- 
dition that you have to think of with her associated symptoms 
b hemochromatosis. Hemochromatosis b a condition in which 
there is an abnormal deposibon of iron containing pigment m 
the connechve-tissuc cells of various parts of the b^y, m the 
skin causmg discoloration, m the liver causing, or at least asso- 
ciated with, connectivc-bssue increase and the pathologic pic 
tore of a chronic mtersbbal hepabtis, m the spleen assoaated 
with hyperplasia, possibly causing hyperplasia, m the panoeas 
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causing interstitial pancreatitis with connective tissue increase, 
and in the pancreas usually deposited also in the cells of the is- 
lands of Langerhans, and associated with these changes disturb- 
ance of carbohydrate metabolism leading in the large majonty 
of cases to actual diabetes, the so-called bronzed diabetes 
This particular patient of ours m all urme examinations has 
shown a very shght amount of glucose m the unne, in other 
words, a shght degree of glycosuria, present in small amount 
when the patient is not on a ca^bohydrate-lnmted diet 

The pigment of hemochromatosis is also deposited m other 
organs of the body, though in other organs of the body it rarely 
ever causes enough change to lead to symptoms The pigmenta 
bon is mcreased m amount m the heart muscle and yet the heart 
usually functions normally It is mcreased m the kidney, 
though there is usually no connective tissue increase m the kid 
ney and nothmg to sug^t chrome mterstitial nephntis as a 
result of the deposition of the pigment It is mcreased in the 
striated muscle of the body m general and mcreased m the 
smooth muscle Very often there is a considerable deposition 
m the smooth muscle of the conum 

So much for the general picture of hemochromatosis There 
is a good deal m what I have said m summing up this case that 
is m agreement with hemochromatosis Against hemochroma- 
tosis in this particular case is the history of jaundice occurring 
six months ago, apparently persisting for some time, as mdicated 
by the itchmg, and present pnor to the development of the as- 
ates Her ascites is against hemochromatosis because most of 
the cases of hemochromatosis whereas they have a arrhohe 
change in the hver do not have portal obstruction and asates. 
The sex of the patient is m a sense against hemochromatosis 
because of a very considerable number of cases reported m ht- 
erature nearly all have occurred m males I beheve, m ^ 
group of cases which Futcher reported of 36 patients, 2 were 
females and 34 males Of course this may be the unusual case, 
and the relative infrequency m females of the disease is no 
justification for excludmg that diagnosis m this mdividual case- 
Does the glycosuria necessarily mdicate a lesion m the pan- 
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crcas presumably due to the deposltioii of the pigment, and is 
that part of the picture of hemochromatosis? Usually cases of 
hemochromatosis when they develop glycosuria have glycosuria 
of the extent and character of the average diabetic, glycosuria 
considerable m amount when the patient 13 on a diet with an 
average amount of carbohydrate, and frequently a glycosuria 
wbch persists even with a great reduction of carbohydrate in 
take just as you get in diabetes. However, typical hemochroma- 
tosis with typical lesions m the pancreas may show only a slight 
glycosuria, may show a transient glycosuria, or may show no 
glycosuria at aU. We have observed cases m this hospital which 
were proved at autopsy to be typical cases of hemochromatosis 
in which giycosuna was a very tnflmg and transient symptom 
over a very considerable observation m the hospital with the 
patient on a free carbohydrate diet 

The asdUc fluid of a case of cirrhosis very frequently contains 
a small amount of glucose, so that you get a positive Fthling 
test I believe in this particular case there was no glucose in 
the asdUc flmd, but the findmg of glucose m asdtic fluid is not at 
all a surprising accompaniment of asates from cirrhosis of the 
liver A alight degree of glycosuria is very common m chrome 
conditions where there is no evidence of diabetes Such a con- 
dition is represented by hypertension with slight reiml lesion. 
A good number of our cases of hypertension show slight degrees 
of glycosuria. Slight degrees of giycosuna are not uncommon 
in sunple cases of chronic drrhosis without any pigmentatiou, 
so that one factor, though suggesting hemochromatosis, is not 
definite 

The pigmentation in itself m this particular case is rather 
more of a brownish color than you usually get in hemochroma- 
tosis Hemochromatosis is much more apt to have a reddish 
hue Here is a Lurmbe plate (Fig 235) of one of our earlier 
(Med No 3957), a man who remained m the hospital for the 
better part of two and one-half years, and you will see there dis- 
tmctly the reddish or copper red color This man, like the present 
patient, was ol Irish extraction, had the Irish sense of humor, 
and rather liked to boast of the fact that he was the only llvmg 
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Insh Indian He did have that sort of copper-reddish brown 
color that is characteristic of the Indian This pigment then 
m itself as far as color goes is not charactenstic of hemochroma- 
tosis, though I have seen cases of hemochroinatosis m winch 
the discoloration -was quite similar to this particular case 
What IS the cause of hemochromatosis? Is there anything 
m the nature of the lesion that will give us help in making a 
diagnosis? The type of pigmentation is, as I have already 
described, a diffuse one If you are mterested m the pathology 
there is a very good pathologic discussion of hemochromatosis 
m the Archives of Internal Medicme, 1911, vu, 75, by Sprunt, 
with photographs showing the distribution m the tissues of the 
pigment and a discussion of the pathogenesis of the disease 
After readmg the vanous discussions of the disease, as outhned 
by Sprunt, you can sum it up as to etiology by saymg that 
Dr Sprunt and the rest of us do not know very much about it 
That article was wntten m 1911 Smce then there has been 
experimental work that throws some hght on the possible mech- 
anism of the production of the condition In a paper pub- 
lished m November of this year in the Journal of Experimental 
Medicme (1918, xxvm, 629) Dr Rous and Dr Ohver reported 
the production m animals of what they called eigienmental 
hemochromatosis It was produced m rabbits m which animal 
plethora had been produced by repeated mjecUons of blood 
These mjections of blood were earned out m connection with 
some other experiments m which they were studymg the fate 
of red blood-cotpuscles when injected mto animals They 
noticed that their experimental animals showed pigmentation, 
and the pigmentation in character and distnbution was quite 
similar to the pigmentation of hemochromatosis Then they 
found, like other observers, that there was a certain amount of 
pigment deposited m the kidney, and they observed m the urme 
the appearances of cells containmg pigment, and that suggested 
in their min ds that this might be a possible diagnostic help m 
hemochromatosis Subsequently they had the opportumty to 
study the urme of a case of hemochromatosis m the hospital, 
and they found there pigmented cells m the urme, and as a re- 
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0 nlt of that Dr Rons in the same journal published another 
paper entitled "Urinaiy Siderosis,” with pictures of the kidney 
and the pigmented cells in the unne (Jour Eip Med , 1918, 
■ctviii, 645) That case subsequently died, and at autopsy it 
was seen to be a case of hemochronintosis That work suggests 
that the cause of the disease is some destructive process In the 
red cells leading to breaking up of the red cells at an unusual 
rate with deposition of the pigment, set free m that breaking 
up, m various connective-tissue cells of the body, with possibly 
a certain amount of metabolic change in the pigment, leading 
to the deposiUon of hematoidin, a byproduct of hemoglobin, 
not possessing the pigmentary characteristics of hemoglobin, 
but a pigment contaimng iron, which wiD give the test for iron 
when the proper stains are used If Rous’ idea is true then 
cases of hemochromatosis should be anemic unless blood re- 
generation IS active enough to keep pace with blood destruction. 
If blood regeneration is active enough to keep pace with blood 
destruction and prevent anemia, then at autopsy these cases 
should show signs of hyperplasia m the structures that form 
red blood-cells, namely, m the bone-marrow Our patient' 
showed, as I said, very httle anemia. I gave you her hemo- 
globin, which is very little below normal, and this is true of 
most cases, and anemia is not a common accompaniment of 
hemochromatosis, and our case agrees m that particular with 
typical cases of hemochromatosis These cases do not suggest 
havmg had a plethora of blood Also it is true that the bone- 
marrow in this case is not likely to be a hyperplastic bone- 
marrow , as there is no eiidence of active blood regeneration rliis 
explanation of Rous may not fit in with the actual conditions m 
the human cases, though it is suggestive 

Another view , which was advanced first, I think, by Meltier 
some y^ears ago, without very much proof for it, wms that the 
pigmentation is not due to destruction of red cells, is not asso- 
aated with any form of potential or real anemia, but is due to 
disturbance in the metabolism, which leads to a storing of iron 
m the body because the ingested iron which is present m much 
of the food instead of being excreted is converted into some 
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form not easily excreted, and after absorption is deposited m the 
tissues Recently there have been some studies to see whether 
in the human being with hemochromatosis there is a disturbance 
m the iron metabolism Dr Stevens, who was for a short time 
Assistant Resident in this hospital, with Dr Campbell Howard 
of Iowa City, studied the metabolism m a human case, and they 
published their results m the Archives of Internal Medicme, 
1917, XX, 896, and they gave what the hterature had on the 
question of iron metabolism pnor to that tune They studied 
a case rather late m the course of the disease They found evi 
dence of a shght stormg of food non without any signs of undue 
destruction of blood-cells Their method was to put the patient 
on a fixed diet, which the patient could take daily for a period 
of six to seven days They studied the unne and studied the 
feces dunng that tune, quantitatmg the uon m the mtake of 
food and quantitatmg the uon in the output of feces and unne 
The strikmg thmg about theu observations is that the unne 
chemically showed no uon The uon that was excreted was 
excreted by the gastro-mtestinal tract, was found m the stools, 
but was not found m the unne You wiU stiU find on page 899 
of that article a table of mtake of uon m milhgrams and the 
output m the unne The patient was studied for five weeks 
in this way Theu findings you see are not exactly m accord 
with the observations of Rous, who found uon m the urme, 
unless it IS explamed by the fact that the uon m the unne is m 
the cells and that the cells were sedimented out, and they chem- 
ically quantitated the uon in the unne after the sedimentation 
had taken place That is not at all improbable, because these 
are rather slow and tedious chemical methods, and I have no 
doubt that the urme stood for some tune m the ice-box while 
other work was going on, and the sediment may have gone to 
the bottom and not been quantitated 

Dr McClure published m the Archives of Internal Medicme 
for November, (1918, xxu, 610) a similar metabolic study 
earned out here m this hospital m one of oiu cases of hemochro- 
matosis, with essentially the same result, the findmg of a stored 
amoimt of uon, the food mtake of uon bemg greater than the 
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iron recovered in tiie stools, none lieing found m the urine If 
you look up those figures you wiil find that the amounts of 
iron are pretty small, and it is not at all nnprobable that the 
discrepancy between the mtake and the output, which is a 
email owe, may be due to ettora m technic and methods of 
observations, but both studies agree m findmg a stored amount 
of iron, and they are suggestive of that mechanism of the pro- 
duction of the lesion, putting the disease m the group of meta 
bohe disturbances and a disturbance in the metabolism of Iron 
Unfortunately, there have not been any very extensive studies, 
under normal conditions or m other diseases, of iron metabolism, 
and there is not any very satisfactory data with which to com- 
pare these studies. Until that Is done I do not think that we 
can feel too sure that there is an actual disturbance of the iron 
metabolism 

This particular patient has not had an iron metabolism 
study We have excised a piece of skin, and that akin shows 
a fairly definite Increase in the pigment in the lower layer of 
the epithehum. You remember that in the lower layers of the 
epithehum of the skm there are cuboidal cells, and then the cells 
become more and more flattened out m the upper layers until 
yon get to the homy layer Normally in those lower cells there 
is a deposition of a varying amount of pigment, always present 
in the sltin, more abundant in dark-colored people thnn m 
people with a light-colored skin. In this case there is more 
than the normal amount of pigment m that layer and in some 
of the upper cells, and that pigment under the microscope is 
seen to be made up of rather coarse granules of brownish or, 
better, yellowish color In the subcutis are smgle cormecUve- 
tissue cells with coarse granules of pigment of the same type 
pretty thidjy studding the cell There is not any particular 
amount of pigment around the sebaceous glands or sweat- 
glands, and no increased pigment in the smooth muscle of the 
deeper layers of the skin These connective-tissue <re1ls are to 
be regarded as chromatophores, probably cells normally pig- 
mented. Whether that pigment is iron containing or not I wfll 
have to report later, because the first piece of skm excised was 
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hardened in Zenker’s fluid, and stains to demonstrate iron do 
not -work very satisfactorily after Zenker fixation There is a 
bit hardened in alcohol going through now, but the Pathological 
Department has not completed the stainmg 

We have examined the unne of this patient to see if any 
pigmented cells were present m the unne that gave the iron 
reaction, and we found that there was a certam amount of 
iron-containing pigment, but we were skeptical, as we should 
be, and I suggested to Dr Balyeat, who made the test, that it 
was very important to take the unne from somebody else sup- 
posedly normal and carry out the same procediure, and he found 
about the same amount of apparently iron-contairung pigment 
m the normal mdividual What its source is I do not know 
Some of the cells from the unne of this patient and I think from 
the asatic fluid have been run through and stained for nron, 
and there are pigmented cells m both places which seem to show 
the iron reaction 

Now we have the evidence of pigment m the skm, have some 
evidence of iron-containmg pigment m the asatic fluid and m 
the unne from this case, but I am still qiute skeptical as to 
whether that represents a diagnostic pomt that justifies us m 
saymg that this is a case of hemochromatosis or not You 
have to attach a good deal of importance, I think, in. this par- 
ticular case to the fact that this woman is mtelhgent, that she 
has given an exceedingly good story of the onset of her symp- 
toms, and apparently her observations have been accurate 
She herself has not noticed any rapid change in her skin, she 
thinks that she has been pigmented for a long time, probably 
ever since she was a young girl Then we have that history of 
jaundice and itchmg, which would agree with the diagnosis of 
some biliary disturbance causing jaundice, and, with tie itching 
of the skin, of havmg to scratch a good deal That rmtation 
may have led to pigmentation, but I feel skeptical from her 
history of scratdung, etc , that it was suffiaent to cause an 
mcrease m pigmentation, though, if already there was a pretty 
marked pigmentation, it might be accentuated as a result of 
scratchmg It is well-known that irntation of vanous kinds 
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from the pruritus of jaundice to the itching from lice leads to 
scratching, and that scratching leads to pigmentation The 
vagabond Is often a pigmented fellow after you get the dirt o5 
and can see the skin Then there is a vanety of pathologic 
conditions causing mcreased pigment varying all the way from 
chronic asates to solid ovarian tumors, tubercular peritomtfs, 
etc Another of the causes of pigmentation is a chronic renal 
condition These cases of chronic jaundice with itching some 
times become very much pigmented, and you have a great deal 
of difficulty in a number of cases in determining whether the 
pigment is abnormal m the sense of hemochromatosis or whether 
the pigment represents an extension of the normal pigment of 
the sHn due to vanous Irritating causes, or whether the pig 
ment is really of biliary origin. 

On the whole, I am a little mclined to think that this patient 
represents a case of simple cirrhosis of the hver with ascites in 
a woman pretty dark to start with, and her pigment accentuated 
by scratching and with possibly an added factor m a chronic 
uiitatioii in the peritoneal cavity m the nature of asates, such 
as we find in solid ovarian tumors, etc. An association of the 
pigmentation with changes in the adrenal has not been excluded, 
but the case is not smillar to the usual case of Addison’s disease 

Hemochromatosis is rather a rare condition For instance, 
up to 1912 Potter and ilUne could find only SO cases of bronzed 
diabetes, that is, hemochromatosis with diabetes. Smce then, 
of course, a good many cases have been added to the hterature 
That paper in the Amencan Journal of Medical Saences (1912, 
cihi, 46), by Potter and Milne, gi\*es all the reported cases up 
to that time and discusses them, and is a useful summary of the 
hterature. 

January ZO, 191P 

One of the men asked m regard to the findings m the skin 
in that paUent (Med No 9841) that I showed you some time 
before Christmas with marked enlargement of the liver, etc., 
where there was a question of hemochromatosis The skin 
shows an increased amount of pigmentation, and that pigmenta 
tion so far as the pathologists ha\-c been able to determme is not 
^ ou a — 79 
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an iron-containjDg pigment or a pigment that gives the iron 
reaction There is a considerable amount of pigment m the 
lowest layer of the epithehum, and that looks just like the 
normal pigment of pigmented skm such as you get m the negro, 
or the kmd of pigment that you get foUowmg an imtation, such 
as sunburn Then the connective-tissue cells in the skin have 
more than the normal amount of pigment, and that pigment is 
fairly coarsely granular, brownish-yellow m color under the 
microscope, and is deposited m practically all of the connective- 
tissue cells Apparently no pigment was found in the smooth 
muscle I compared that pigment this mommg with sections 
from a previous case known to be hemochromatosis, and the 
pigment is m shghtly smaller granules, but otherwise looks 
pretty much the same, but so far as that study goes there is no 
positive, defimte evidence that that is the kind of pigment we 
get m hemochromatosis On the other hand, it may be an iron- 
contaimng pigment m which technically we faded to demon- 
strate iron, or it may be a case of hemochromatosis and the 
skm pigment not contam iron Such cases are reported 
The patient has remained m the hospital, and my impression 
is that m an mterval of about three weeks when I was away from 
Boston and did not see her that the pigmentation has mcreased 
It looks like a darker pigmentation That is merely an impres- 
sion, we have used no accurate way of measuring such changes 
There has been no other change in her condition except pam m 
her abdomen This has mcreased and radiates now down her 
legs She continues to show a trace of sugar m her unne. The 
findings are perfectly consistent with hemochromatosis, but we 
^ have no positive proof that it is hemochromatosis, and I a™ 
mdmed to think it is not hemochromatosis 


February 19, 1919 

I want to report on a case which has not changed much 
smce you saw her — the woman (Med No 9841) with the marked 
pigmentation, moderate enlargement of the hver and spleen, m 
which we raised the question of her havmg hemochromatosis, 
but m the skm of whom could not be demonstrated any non m 
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the pigment. The patent has not changed veiy much m gen- 
eral appearance, but there is a quation as to whether the pig- 
ment has not moderately deepened. From time to time she 
fills up with fluid and requrra that her abdomen be tapped 
Following the tappmg she now has a considerable amount of 
pain, and aU the time she has a sort of constant pain m her 
abdomen which tends to radiate down her legs, and is severe 
enough so that she has to have some opiate to make her com- 
fortable. I do not thinl that at the time we had her m the 
dime that she was complaining very much from pam or suffer- 
ing any great amount of discomfort, except simply discomfort 
frW the distention of the abdomen, so that feature has been 
added, and the nature of the pam radlatmg down the legs 
suggests some form of pressure on nerves, and m that way the 
pain referred down the legs. After she is tapped the abdomen 
feels just as it did before , you can feel the liver edge beneath the 
costal margm and you can feel the spleen two or three finger- 
breadths down on the other side There is now pretty definite 
spastidty of the lateral abdonunal musdes, but no spasm and 
no defimte mass of any kind can be felt m the abdomen beyond 
the liver and the spleen. You remember that that patient gave 
also the history of jaundice She shows a slight degree of jaun- 
dice now and she has bile in her urine. Her stools are clay 
colored There is notiung definite to be added m the way of a 
diagnosis further than to say that as it progresses it has not 
become any more clearly a case of hemochromatosis, and the 
pain 13 somewhat suggestive that there may be something like 
a neoplasm in the retropentoneal tissues, but there is nothing 
positive of that There is evidence of portal obstruction caus 
ing ascites and evidence of an intrahepatic disturbance causmg 
the jaundice and of obstruction to the flow of bile into the 
intestine. As far as that goes, it fits m with the idea that it is 
a case of cirrhosis, possibly with a stone m the common duct 
Of course, it would be cirrhosis if it were a case of hemochro- 
matosis. The iron pigment in hemochromatosis is deposited m 
the increased connective tissue in the Uver There has been no 
change as regards the gdycosuna. It is atlll present m small 
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amount, but there is not a defimte diabetes I ivill report later 
on that patient as to any changes She is sbll on the ward 

March 17, 1919 

This (P B B H , Med No 9841) is the patient that I 
showed in the clmic of December 9th and 12th, and reported 
about on January 20th, and agam on February 19th She has 
been m the hospital a total of one hundred and twenty-four 
days Her abdomen has been tapped twelve times, and from 
6 to 7 hters of fluid removed each time There has been no 
change as regards the glycosuna Her general condition has 
remamed as descnbed at the last report She has had this 
persistent discomfort which requires an opiate Sometunes 
foUowmg the tappmg she has had a very considerable degree 
of pam m her abdomen which decreases after she begins to fill 
up agam, but it never disappears FoUowmg one tapping one 
of the house-officers thought that he could make out a mass, 
which was irregular and firm, m the retropentoneal region of 
the epigastrium FoUowmg previous and subsequent tappings 
no thin g defimte of this nature had been made out, and it seems 
rather probable that what was made out was the hver and not 
some other mass She has contmued to have bile m her unne, 
and you can see, I am sure, that now she is pretty deeply jaun 
diced Her conjunctivse are defimtely yeUow In places m 
the brownish color she has, as she had when you saw her several 
months ago, areas of vitdigo The abdomen shows mote of the 
brown color than her face and extremities, as it did before, 
and with this there is mtermixed a certam amount of yeUowish 
tinting, and these patches of vitihgo show some shght yelloinsh 
color, m other words, where the brown is not so dark there is 
qmte evident jaundice She has persistently had clay-colored 
stools, and associated with that there has recently been some 
diarrhea The stools have not now for a long tune shown any 
color mdicatmg bile, and such bile tests as have been made have 
been negative You probably recaU that early m her stay m 
the hospital the stools were not clay colored, and a httle later, 
though the stools were very pale, bile was demonstrated in them 
As she has progressed m her lUness jaundice has become much 
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more an evident feature in the case There was a history of 
jaundice m the beginiung, and very shght jaundice was present 
when she came into the hospital That jaundice has become 
more marked and the element of obstruction has become more 
marked, that is, there has been no bale in her stools while her 
jaundice has been mcreaslng, so that, as it stands today, just 
what I said m regard to the diagnosis before, I think, holds good 
There is evidence of an mtrahepatlc disturbance causing the 
enlargement of the hver, m other words, a form of hepatitis, 
the spleen is enlarged, splenitis, and associated with that there 
IS jaundice and also evidence of biliary obstruction Though 
you cannot say just what the biUary obstruction is due to, the 
whole history is rather more suggestive that the biliary obstruc- 
tion IS due to gall-stones than that It Is due to neoplasm obstruct- 
ing the common duct. There is not any history of pam, there is 
no recurring fever, as you often get with stone in the common 
duct, and, os I have repeatedly said, there is no definite evidence 
to exclude a neoplasm In the begmmng the condition seemed 
to be one that fitted in better with an mtrahepahc disturbance 
than a neoplasm, to this has been added definite evidence of 
biliary obstructloii. There are no other features that have 
developed in the case besides the ones that I have menboned 

March 31, 1919 

The pabent (P B B H. Med , No 9841), recently shown, 
rapidly lost ground and died. Autopsy today showed a very 
marked drrhosls of the liver with an associated chronic splenihs 
The hver was a nch green in color with a nodular surface, it 
weighed 940 grams. The spleen weighed 400 grams There 
were no stones In the biliary tract, the ducts were patent and 
showed no ciddences of having been obstructed The pancreas, 
though firm, seemed normal The intense jaundice had resulted 
from mtrahepatic changes and these must have caused the 
acholuric appearance of the stools. Judging from the fact that 
at autopsj bile could be squeezed from the common duct, some 
bile must hare made its wa> durmg hfe toto the intestine There 
was nothing to suggest hemochromatosis 
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I AM not going to ask any one of you to go over this patient 
(Med. No 9990) this morning because his physical examination 
is relatively unimportant The patient is twenty-two years of 
age, and he comes m complaining of stomach trouble and breath- 
lessness TTTs family history is entirely negative. There are no 
itlcpnw m Us family that would suggest any hereditary relatlon- 
ship to his condidoTL He is smgle His habits are good For 
three years he has been a helper to a plumber For some years 
previous to that he drove a milk team and went to school There 
has been no history of exposure to irntatmg fumes 

He was bom in Portland, Maine, but moved in early child- 
hood to Boston, where he has lived since. His general health 
has been good He had chickenpoi, mumps, and whoopmg- 
cough There has been no exposure to tuberculosis and no his- 
tory of acute Infectious diseases beyond the three mentioned 
In childhood he sustained a blow m Us back, wUch he holds 
responsible for a partial paralysis and shortening of his nght leg 
He has not been subject to head colds and has had no discharge 
from his nose He has had some obstruction in his nose which I 
I will refer to later There is no history of tonsilhtis, sore throats, 
hoarseness, or sore mouth. BBs cardiorespiratory history is 
negative. 

He has always eaten generously of a wide variety of food, noH 
has had an excellent appetite. His bowels have always been a 
little sluggish, so that once in two weeks he has had to tnVp a 
cathartic There has been no nausea, vomitmg, gas, hemateme- 
sis, distress, cohe, icterus, diarrhea, day-colored, bloody, or 
tarry stools. No hemorrhoids His gemto-unnary history is 
entirely negative. His neuromuscular history is entirely nega 
tive. His best weight was 16S pounds Ell months ago Recently 
he has weighed 127 pounds. His loss of weight hns been entirely 
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dunng his present illness, which has been of three months’ dura 
tion His present illness began three months ago 

The patient was awakened three months ago by a sei'eie 
cough and feeling of breathlessness The cough was succeeded 
by the eructation of much gas, dunng which time his breath 
lessness and feehng of oppression grew steadily worse After 
an hour the attack gradually passed and he went bad to 
sleep Each night smce he has had similar attacks, lucreasing 
m frequency, duration, and seventy The attack, almost m- 
vanably begins with a cough, which raises a varying amount of 
sputum, usually thick and greenish, occasionally white and 
frothy The cough is followed by the distention with and eruc 
tation of large quantities of gas, which is succeeded by difficult 
and wheezy breathing Expiration is much easier than inspira 
tion Often the only way to reheve his distress is to take up a 
position on his hands and knees Toward the end of the attack 
vo miting frequently occurs The vomitus is green and watery 
and never contains food 

He descnbes his sensation dunng the attack as though a 
hand were squeezmg his windpipe, and the end of the attack 
comes when the hand gradually lets up The attacks occur 
rarely m the daytune, although he is frequently wheezy and la 
dmed to coughing spells After meals is ius most dangerous tune 
of the day, but these attacks are less severe than the inevitable 
nocturnal attacks The cough makes his head ache and often 
brmgs on vomiting Two months ago his mcreasing weakness 
forced him to stop work Five weeks ago he went to a focal 
doctor, who discovered a polyp in his nose, and is said to have 
removed it His nasal obstruction was partially relieved, but 
his attacks were no fewer 

About a month ago he went to a doctor m Portland, who gave 
him adrenalin hypodermically, and this reheved his attacks 
promptly Every night smce then he has had to have adrenalin 
sometimes several tunes durmg the mghL It always gives fn® 
temporary rehef , but he thinks he is apt to be more wheezy next 
day He has vomited almost every day of the past fortnight, 
always after coughmg Sohd food makes him so much worse 
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that foi weeks he has lived on milk and milk toast Coughing 
gives him a severe headache and some epigastnc pam He also 
complains that a deep breath hurts his stomach. A few times 
severe coughing has led to famtness He is- mcrcasmgly con- 
sPpated He complains of a nasty taste m his mouth. 

Trig physical emmmahon, as I said, shows relativelj httle 
In regard to his pulmonary condition, when he came in, this 
note was made “Over the whole of both lungs, most marked near 
their bases, are heard multitudes of squeaks and groans, and 
occasional coarse moist rides All are more marked on inspira 
tion Resonance is unimpaired Tactile fremitus, voice, and 
breath sounds are quite normal Lower borders of lung in back 
are low and move very slightly with forced respiration ” 

The morning after admission the physical examination was 
perfectly negative. Three or four days later I made this note 
on his lungs “The lungs are slightly hyperresonant throughout. 
Expiration is distmctly prolonged and sUghtly high pitched 
Apparently normal pulmonary condition.” 

Smce he has been in the hospital he has run a httle fever, the 
highest being just a trifle over 100'’ F His respirabon has not 
been particularly rapid His pulse, at times, has been a little 
rapid Pracbcally every night he has had an “asthmatic” 
attack, and several times during the day he has been modemtely 
dyspneic. In the first severe attack he bad m the hospital the 
difficulty seemed to be inspiratory chiefly Inspuabon was quick 
and deep and expirabon much prolonged and wheezmg Ad 
renalln relieves his attacks promptly, but makes him tremble and 
makes his eyes bum A very mild attack, a day or two ago, was 
relieved, ns it seemed, by a sterile hypodermic, but last mght he 
had a \ CTj severe attack on which a sterile hypodermic had abso- 
lutely no effect, though his attack was reheved promptly by 
adrenaUn 

On December 13th this note was made “Pabcnt’s asthmabc 
attacks hare conbnued, but are promptly reUc\-ed by odrenahn 
He has had at least one attack ereiy night smce entry He is 
rumung a shght temperature between normal and 100° F 
Yesterda> he was started on a saturated solution of potassium 
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lodid, 1 c c three fames a day Dr Walker is giving hm sputum 
vacane ” 

Dr Christian (to Patient) How about your attacks m the 
last two or three days? 

Patient I have only had one smce Dr Walker injected 
the serum 

Dr Christian (to Patient) What day was that? 

Patient Last Thursday (Climc on Monday ) 

Dr Christian On last Thursday he had an mjectionof 
“serum ” A vaccme has been made from the organisms from his 
sputum, and he has had only one attack of d}^pnea smce that was 
given Also he has been receiving a saturated solution of potas- 
sium lodid, 1 c c three fames a day Here is a specimen of his 
sputum which I will pass aroimd It happens that, smce be has 
had this treatment, he has not had m his sputum what I am par 
ticularJy axmous for you to see, namely, bronchial casts S® 
coughed up m his early stay m the hospital casts of his bronchi 
which showed branchmg, with various subdivisions gomg down 
mto ^finer ramifications, the kmd of thing that is shown m this 
picture that I will pass around ‘ (F ig 236) I think you can see it 

IS sunply a cast of the bronchial tree Then his sputum has been 
of the watery character, a considerable amount of sputum, and m 
it floating masses, flocculent masses, and, when he coughs up these 
casts, they come up, as you might eitpect, m just such flocculent 
masses, but m the flmd they separate out and you can see the 
casts Exammed under the microscope the casts have the ap- 
pearance of a homogeneous matrix m which are nmmng 
fibrils or threads, and covermg the casts or mixed m with the 
casts are a considerable number of leukocytes with rather 
coarse granules These are eosmophihc cells 

(House-officer asked if any Charcot-Leyden crystals have 
been found m this case) 

Answer No, none have been found 
Dr Christian None have been found m his sputum, so he 
has that type of sputum with these casts of his bronchi and with 

‘ lUuBtxation from Bcttmann's paper, Amer Jour Med Sa , 1902, csdk 
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eosmophilic cells He has no eosmophihn m his circulating blood 
His differential blood count is normal He has moderate leuko- 
cytosis, 15,000 when be came m, which gradually dropped to 8100 
His puhnonarj' examination shows wheezing and at times 
bronchi, * Raj plate shows no areas of consobdation, but shows 
rather a marked bronchial tree, rather more than we see m the 
average chest plate You see it well marked here (indication to 



Fjg 23<>. — rthrmou* bronchub ca»t cxpcdoraied three fourths natural size 
(MHion Bettniaan In American Journal of the Medical Sciences) 

plate), and \ou see the ramification going to the lower lobe and 
also to the upper lobe Here is a small round dense area, pos- 
sibl} suggesting a small area of calcification At the roots of the 
lungs on both sides there is a good deal of densit> , either thicken- 
ing around the bronchi or some enlarged peribronchial Ij-mph 
nodes There is no cHdcnce m the plate of mfiltration at the 
apex or anj-nhcrc runnmg out to the penphen of the lungs, so, 
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as far as the process goes, it is suggestivp of peribronchitis mth 
possibly some dilatation of the bronchi, but that is not verj' en 
dent It IS more a plate of penbronchitis than bronchiectasB. 
There is no deformity of the diaphragm and no signs of pleural 
thickemng 

Occasionally m these cases you can get queer signs on auscul- 
tation descnbed as flappmg or crackhng sounds due to the air 
bemg pushed by the cast m the bronchus, and the bronchus act 
mg mth the cast m it temporarily with a sort of valve-Ee 
action All he shows this mommg is the rather louder prolonged 
mspiration, and with expiration there is a certain amount of 
crackhng sound, no particular amount of r&les, and no real 
traneous sounds Sometimes when you get an extraneous sound 
it serves to locate what part of the pulmonary tissue the cast 
comes from The effort has also been made to locate the ongm 
of the cast as to whether it is from the upper or lower lobe, be- 
cause casts from the upper lobe do not have as many or 
branches as those from the lower lobe, but that diagnosis would 
be possible only with large casts and pretty numerous ones 

This IS distmctly an unusual condition It is what is spoken 
of as fibnnous bronchitis, and Babcock m his book has gn en h 
the term “plastic bronchitis ” The reason for calling it plnsW 
bronchitis rather than fibnnous bronchibs is that, taking up the 
question of the structure of these casts, they often do not contain 
\ery much fibrm, some are nearly entirely made up of mucus, an 
m others there is a considerable amount of fibrin, but in nw^t 
cases there is a mixture of both, and the term “plastic" does away 
with the difficulty of the term “fibnnous” when the thing is not 
made up of fibrm 

Here I want to read just bnefly the history of two other cases 
to impress on your minds the charactenstics The following was 
a patient of Dr Landis,* of Philadelphia “The patient was a 
robust healthy male, aged forty-seven, referred to him becau^ 
of suspected tuberculosis The family history was negative an 
he had never had any illness Four weeks pnor to his coming 

^ "DiseaECS of the Chest and the Pnnciples of Physical Diagnosis, Noow 
and Landis, W B Saunders Company, 1917, page 265 
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under observation he had caught cold The trouble started as a 
coryza, and in a few days had developed dyspnea For the first 
two weeks the sputum, which was moderate in amount, was thick 
and whitish m color, later it had a greenish tmge.” (Remember, 
our patient’s description of the sputum was that it was whitish 
and sometimes greenish ) “On one occasion after a paroxysm 
of coughmg he spat mto his handkerchief a small hard pellet, 
which, on examination, proved to be a cast from one of the me- 
dium sized bronchi There was a slight elevation of temperature 
during that attack. The sputum was negative for tubercle badlh, 
but contained both pneumococci and streptococci With the 
exception of one daj spent m bed he attended to his professional 
work, although with some effort. His appetite was good and he 
had lost no weight On physical exammation there was defioeut 
expansion at the right base, impairment of the percussion note, 
suppressed breath sounds, both large and small rftles, and, m 
addition, a flappmg sound heard at the end of inspiration The 
patient was sent to the seashore and, when seen two weeks later, 
there was nothing abnormal to be noted over the areas previously 
affected ’’ 

Another case is one reported by Dr Bettmann m the Amencan 
Journal of Medical Saences for 1902, exxm, 304 “The patient 
was a negress aged twenty two years, who came to the hospital 
on the obstetneal service. She gave a history that six years be- 
fore, in the fall, she had an attack siniilar to the attack observed 
in the hospital, the symptoms bemg cough, pam, respiratory 
distress, profuse expectoration, containin g , evidently from the 
patient’s description, branching casts. Following this attack 
she had pneumonia and was confined to bed for one month. 
Every year In the fall since that time she has had similar attacks 
These attacks had no relationship to her previous pregnanaes, 
which occurred two and three years previous to entrance to the 
hospital, respectively She has lost weight throughout the last 
two years ’’ (Most of the rest refers to her pregnancy, which was 
normal, with a normal dchvery, etc.) 

“On the tenth day following her dehvery she was allowed to 
sit up m a chair, but the discomfort from her cough mcreased so 
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much that she was put to bed agam, her evening temperature 
havmg touched 102° F On the thirteenth day of her puer 
penum I was m the ward dehvermg another case, and my atteu 
tion was called by the nurse to the patient’s extreme dyspnea." 
The descnption of the dyspnea is as follows "The patient is 
sittmg up m bed in mtense dyspnea All the accessory muscles 
of respiration are called mto play The aim nasae dilate with each 
respiratory movement She coughs mcessantly, and bnngs up 
large masses of expectoration She is complaining of an mtense 
sharp pam radiatmg from the lower left side through the bad, 
mcreased on coughing Respirations are 35 per minute, pulse 
100, temperature 102° F Loose tracheal rhles are heard m the 
throat On palpation there is normal vocal fremitus throughout 
On percussion there is high tympany m both lower axillary regions, 
higher and approaching dvdl on the nght On auscultation over 
the front respiration is prolonged and accompamed by moist 
rflles The breathing is more mtense m the nght lower axilla, 
and approaches tubular breathing m its quahty The mspira 
tions are here accompamed by rhles distmdy crqntant in char- 
acter The attack of dyspnea lasted about one hour That 
attack was on September 25th 

“She had another attack not so severe m character on Octo- 
ber 11th, eleven days later, and between those two attacks she 
had shght respiratory distress and her evening temperature ranged 
between 100° and 101° F She had shght cough and occasionally 
expectorated small casts, which caused her very httle discomfort. 
On one occasion a to-and-fro vibratmg sound was heard on 
expiration m the nght axdla This corresponds m character to 
the ‘ventilgerausch’ of the Germans The urme was negative 
throughout The patient continued to have a shght cough and 
dyspnea and shght everung temperature, and left the hospital in 
spite of protests October 10th She remamed m Baltimore three 
weeks after her discharge from the hospital, and had frequent 
attacks of violent coughing and expectorated ‘tree-like things, 
accordmg to the descnption of a fnend She then went to her 
home m Vurgmia, where she died two weeks later No data as 
to the cause of her death were ob tarn able ” 
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In this paper by Bettmann there is a very careful review of 
the hterature and a classification of the cases, and he subdivides 
the cases into nine different groups (1) Chronic brondubs with 
expectoration of branching casts of the bronchial tree, 27 cases 
Those are aff the cases he could find reported in the hterature up 
to 1902 That is what happened, judging from the deacnption, 
m his case and also m the case of Dr Landis, and they very closely 
resemble our case. I should call it chrome bronchitis with expec- 
toration of branching casts of the bronchial tree (2) Acute 
bronchitis with expectoration of branching casts of the bronchial 
tree, 15 cases In those acute cases the attacks come on more 
suddenly, are of shorter duration, and are accompamed by a higher 
range of temperature In those cases the temperature sometimes 
goes up to 104° F , m other words, it is more like acute bronchitis, 
but it IS rather difficult, I should think, m classifying them to say 
just which cases go mto one group and which in the other, that is, 
they shade mto each other (3) Six cases m which no casts were 
found durmghfe, but were an acadental finding after death (4) 
Cases m which the casts expectorated showed no dichotomous 
branching, 11 m the hterature (5) Expectoration of branchmg 
casts m orgamc heart disease, 10 (6) Expectoration of branch 

mg casts m pulmonary tuberculosis, 14 (7) Expectoration of 

s m al l casts, often non branching, in association with asthma, 5 
(8) Formation of casts m the bronchi m assoaabon with pulmo- 
nary edema following thoracentesis, 4 (9) Cases whose rlnssi 

ficabon is doubtful because of mcomplete reports, 6 Yon see 
the total number of cases from the hterature is a relatively small 
one The associabon with tuberculosis is of mterest. This 
case of Dr Tnn d is was sent to him with the probable diagnosis of 
tuberculosis, but he could not find any evidence that there was 
tuberculosis Dr Landis says that he has seen no evidence of 
bronchial casta in the ward patients in the Phipps Insbtnte, which 
u a tuberculosis hospital, over a penod of thirteen years (he fs 
Physidan m Chief to the hospital), nor have such casts ever 
been found in any of the 662 autopsies on tuberculous patients, 
which brings out the prohabihty that the findmg of the condiUon 
m a pabent with tuberculosis is snnplj a comadence It just 
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happens to occur in a case of tuberculosis The other pomt of 
view is that the tubercular lesion is responsible The same remark 
IS apphcable to the finding of the casts in chronic heart disease. 
It may be that it is simply an acadental association and not a 
causal relation 

In regard to the assoaation with asthma, it bnngs up the 
question as to whether, after all, it is not a mistaken diagnosis to 
call these cases of bronchial asthma We have had under 
observation here somewhere between 400 and 500 cases of bron- 
chial asthma, and this is the first patient with a history suggestive 
of asthma m which we found these casts Of course, Cursdunann 
spirals, of large enough size to be picked out macroscopically, are 
very common m asthma, but Dr Walker has never seen these 
branchmg casts m his asthmatics, and both Dr Walker and my- 
self remarked on seemg this history that it was not the history of 
an asthmatic This patient has a different kind of dyspnea 
The difiSculty is m inspiration rather than expiration, and asth 
matics do not get on their hands and knees to reheve their dysp- 
nea, they go and sit by an open wmdow The asthmatic very 
often, with his paroxysms of asthma, has an assoaated gaseous 
distention of his stomach, probably due to the swallowmg of an 
dunng his asthmatic attack Is it not imcommon for the typ'cai 
asthmatic to come m complainmg of his stomach, and to tell yo" 
that, accompanymg or foUowmg an asthma paroxysm, he belches 
up a large amount of gas, and very frequently they say that they 
reheved their asthma attack by the bdching of gas Some say 
they have mdigestion and gaseous distention precedmg the asth 
matic attack, so that phase of the thmg m this patient is not 
different from asthma Very often the asthmatic attack with 
stram, etc , does lead to vomitmg, but, takmg the story of this 
patient’s attacks as a whole, it is not the defimte picture of 
asthma Dr Walker made a note the day after the patient came 
m, “No evidence of bronchial asthma m this case at the present 
time ” 

The etiology of the condition is qmte' obscure There are 
one or two postmortem observations that show no defimte lesions 
m the limgs In cases where the casts have been found, the 
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bronchi may show a break m the contmulty of the epithelium. 
In other the bronchial epithehum has been seen to show 
large numbers of mucus^secretfaig ceils, and they have been very 
prominent, as if there was an exaggerated secretion from the 
normal mucous glands of the bronchial mucosa. 

The structure of the casts have been studied m vanous cases 
I will pass this article of Dr Bettman One. at.) around because 
there is a picture on page 306 of the microscopic appearance of a 
section of one of these casts, and on page 309 there is a macro- 
scopic drawmg of a aoss-section of a large cast The structure 
in the larger portion is partly tubular, that is, the cast does not 
fill the larger bronchus with a solid mass, but is like a deposit on 
the surface of the mucous membrane of varying thickness and 
so the central part Is mcomplete In other words, it is a tubular 
cast rather than a solid one If you study that a little more 
carefully, you will find that, instead of being on cross-section 
sunply a more or less circular mass with a smooth inner wall, you 
will find that inside the outer layer are whirls and masses of va- 
rious sire as represented m that picture This suggests the 
mechanism of formation of a cast as bemg formed m the smaller 
bronchi, and then, by coughmg, being loosened and pushed up a 
certain distance, while this is gomg on the mucous membrane 
continues to secrete mucus which forms the peripheral part around 
the central part, made up of irregular whirls and masses which, 
as they are formed, have been pushed up When you get down 
into the smaller bronchi the cast is sohd, and under the micro- 
scope you will notice a mucous or gclatmous matrix, and in it 
fine fibrils that run in various directions, sometimes interlacmg 
If that is stamed by methods that demonstrate fibnn you find 
that a certam number of these threads, varymg in different cases, 
will take the fibnn stain, the ordinary Weigert fibrm stam, which 
shows that some of the fibrils by staimng reaction are fibnn In 
other words, the matrix seems to be made up of mucm, it gives 
the stainmg reaction of mucin m which arc fibrils, some of which 
may be fibnn 

There is an mtestmai condition which m many ways is very 
similnr to fibnnous bronchitis. This mtestmai condition is 

VoL. a — 80 
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pretty common, but fibnnous bronchitis is pretty uncommon 
That mtestmal condition is what you are probably very familial 
with as mucous colitis It is a condition m which the pahent 
passes casts of the mtestmal tract, largely of the lower part of the 
colon, often tubular, and rather apt to be bile stamed, otherwise 
they have the same general appearance as the casts that this 
patient coughs up If you look at the mtestmal casts under the 
microscope, you see they are made up of mucus, and m that mucus 
runs a certam number of fine threads or fibnllm, and, if stained, 
you find that it is partly mucm m reaction and partly fibrm 
Mixed m with the casts you find a certam number of cellular 
elements which m the mtestmal casts are usually lymphocytes, 
red blood-cells, and a certam number of desquamated epithelial 
cells 

Mucous cohtis IS a condibon which has just the same mdef- 
mite etiology as this so-called fibnnous or plastic bronchitis 
In both conditions there is, m most cases, an element of neurosis, 
they are apt to occur m people of rather unstable neurotic make- 
up, people of the type with rather active reflexes, etc The 
same thmg you know is true of asthma A great many of the 
asthmatics have this mdefimte neurotic element 

In the case of fibnnous bronchitis usually you find mmgled ffl 
with the casts, more on the surface than inside, varymg kmds of 
bactena, and cultures made from the sputum wiU show a flora, 
which, after all, is not very different from the flora that you get 
in vanous forms of chrome bronchitis and which you get m 
asthma This particular patient’s culture showed a hemolytic 
streptococcus and Streptococcus vindans, and from his sputum 
culture a vaceme has been made, and we have been using that 
m treating the case 

Probably what has happened m this patient is that he de- 
veloped some form of bronchitis which is persistent m character, 
not very severe m nature, and along with that from time to tune 
has occurred the formation of these casts, and his very violent 
spells of coughmg have been at tunes when these casts were 
rather extensive and vigorous coughmg is necessary to expel 
them Runrung along through the whole thmg has been per- 
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QStent bronchitis You heard him coughmg smce he has been in 
here, a certain wheezing cough with a httle rattle to it, just the 
kind of cough the asthmatic has between asthmatic attacks 
In this condition esosmophflic cells are a common finding m 
the sputum, free and attached to Curschmann spirals, and this 
man’s sputum shows a considerable number of these eosmophihc 
cells, but no spuals In the descriptions of the casts very often 
It IS said that the terminal portion of the cast is of the structure 
of a Curschmann spiral In that picture pas si ng around you 
see at the tip of the cast a very fine terminal structure which 
shows a tendency to be twisted on Itself The Curs chmann 
spiral you know has a mucous matm with one or two threads of 
more highl y refractive material running in it, and the whole 
thing IS twisted on itself, hence the name spiral, so very often 
these casts are described as showing Curschmann spirals at the 
tip of the branches 

It IS not at all unlikely that there will be some rehef from the 
condition following the use of the vaccine very much in the same 
way that we often see improvement m chrome bronchitis and 
asthma from a vaceme made of the predominating organism in 
the sputum. The therapeutic effect of adrenalin which is quite 
strikmg in this case is quite similar to the therapeutic effect of 
adrenalm m asthma, probably due to the same reason, namely, 
wheezmg and difficulty In breathmg is from bronchial spasm and 
that IS rcheved b> adrenalin. In this particular case it may he 
of the nature of an ordinary asthmatic attack or simply may be 
a reflex spasm from the local irritation of the cast material winch 
occupies the bronchus If you have ever inspired a crumb you 
know the land of a violent cough it will lead to, and when the 
coughbig keeps up you are apt to go mto this wheezing type of 
dj'spnca. That is undoubtedly due to reflex spasm because or 
dinarilj when one inspires a crumb it does not go very far down 
into the bronchial tree, it goes down a certam distance, but the 
dj’spnca Is largely a reflex affair 

It was described m this case that when he first came m the 
diaphragm apparentl) moved verj httle, that is, the excursion 
at the base of the lungs was very shght We find that m i-anous 
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kinds of spasmodic breathmg, often very commonly m the cases 
of asthma, so that with the patient m front of the fluoroscope, 
when havmg the asthmatic attack, you can see that the lungs are 
blown up on account of the difSculty in expiration, and you can 
see that the diaphragm has a low position, and that with each 
inspiration the motion of the diaphragm is very shght With the 
patient m front of the fluoroscope, if you will give him a subcu 
taneous mjection of adre nalin , the dyspnea will be relieved, and 


the change that you can see take place is an mcrease m expunbon, 
and an mcrease m the density of the lung, while the diaphragm 
has a more evident motion, gradually there is wider and wider 
excursions, until you get normal movement of the diaphragm, 


and from bemg a flattened diaphragm it becomes changed to a 
normal dome-shaped diaphragm at a higher level That is the 
effect of the adrenahn Very likely m this case the adrenalm 
has very much that therapeutic effect. The striking thmg m 
this history has been the fact that adrenalin reheved the attacks 
of dyspnea promptly, but did not have much effect on the under- 
lymg condition The d3rspnea kept up just the same as far as 
recumng attacks were concerned, and it seemed to bun as if he 
wheezed a httle more throughout the next day after the attack 
was reheved That is the same sort of thmg that you find quite 


frequently m asthma 

Whether the mjection of the vaccme with the use of the potas- 
sium lodid has made this st rikin g change m the patient, or whether 
it IS an effect of change m environment I do not think that you 
^ can say It does not follow because of his rehef immediately 
foUowmg a certam therapeutic measure that the therapeutic 
measure has produced that rehef The history of this condition 
IS one of attacks lastmg, as this one has, for several months, then 


gradually subsidmg and leavmg normal respiration In some 
patients the attacks occur but once, and do not recur In other 


cases they recur, such as m the negress whose history I gnvo 
you, who apparently every autumn for some time had been hav- 
mg these attacks In other cases an irregular recurrence takes 
place over a number of years, so it may be that three months of 
attacks is about the length he is gomg to have, and the thera- 
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peubc measure really has not been effecttve. On the other 
hand, knowing of the results we have gotten m chrome bronchitis 
and asthma with sputum vaceme, that seems the rational form 
of therapeutics to carry out, and the response would seem pre- 
sumptively one of cause and effect, a result of treatment. Of 
course, the idea of potassium lodid is to mcrease somewhat the 
bronchial secretion, really to have a larger amount of serous mix- 
ture, and probably dilute the mucus enough to prevent the forma- 
tion of the casts, or anyhow to have more hqmd and have the 
casts less closely apphed to the mucus membrane and conse- 
quently more easily raised by coughing 

Apart from tbis condition the patient is normal. There is 
no evidence of any cardiac lesion, no evidence of any respiratory 
lesion beyond this, no evidence of any tuberculosis, and no evi 
dence of any renal lesion. The blood pressure is a httle below 
normal rather than above normal, and between attacks he has a 
slight suggestion of chrome bronchitis, and with the attacks he 
has this dyspnea. 

We have seen m this dime a great many cases of cardiac dis- 
ease with nocturnal dyspnea, but we do not find m those cases the 
type of sputum such as is bemg passed around, qmte abundant 
sputum with casts in it. We have never seen the casts m any 
previous case. It is fair to say that they might be easily over- 
looked unless the sputum were examined macroscopicaHy 
There is an unfortunate tendency among students and house- 
officers to look at everything with the imcroscope and not look 
at it with the naked eye It is like the proverb m the Bible of the 
mote and the beam, the very important beam is very often over- 
looked and the insignificant mote is carefully described, so I 
should not like to say we have not had any cases with casts in 
the sputum, but I can say that nobody has found any casts. 
Dr Walker has been examining his asthmatics rather more care- 
fully m regard to sputum, etc., and I thint his figures are more 
reliable than the figures from our records, and he has not seen 
any of these casts 

A great deal can be learned from the sputum by doing two 
things which are relatively infrequently done, one is measuring 
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the sputum and knowmg how much sputum a patient raises, 
whether it is mcreasmg or decreasmg That ought to be done 
m all cases where there is chrome bronchitis, and especially 
bronchiectasis, because the vanation when there are large can 
ties IS a stnkmg thin g The sputum is rarely measured, so tk 
average student has very httle idea as to whether the twenty 
four-hour sputum should be 10 c c or 10 hters You would be 
qmte surprised often, I think, to find how much sputum a patient, 
who does not seem to cough very often or raise very much at a 
tune, succeeds m brmgmg up m twenty-four hours The other 
thin g I have already referred to, and that is the macroscopic 
exammation which tells you about bacteria to a certam extent 
from the smell and from the color of the sputum Observation 
of the amount, color, and odor of sputum gives you a great deal 
of information The odor is very important, and yet I doubt 
if anybody smelled that specimen as it went around to see whether 
it had an odor or not Does anyone know what it smells lihe? 

Student It has a certam aromatic smell 

Dr Christian What is that due to? 

Student Probably medicme 

Dr Christian That medicme might have been put m the 
patient or put m the sputum What does it smell like? 

Student Like some coal-tar product 

Dr Christian Yes, it smells hke some sort of thmg that 
was put m there to keep it sweet and preserve it. It is certainly 
not a foul smell such as you often get from a case of bronchiec 
tasis or lung abscess If we have any sputa of that vanety 
, will bring it m and let you smell it It is an entirely different 
f propoation 

You see from the odor of that sputum and the fact that there 
IS very httle odor to it, there is presiunptive evidence that this 
patient has not any dilated bronchi m which the hquid material 
accumulates for a long tune and is mixed with bacteria that 
causes putrefactive changes That is what you get m bronchiec- 
tasis This sputum, though abimdant, is suggestive of the odor 
of sputum that comes from a condition not havmg much dila- 
tation of the bronchi 
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Examinatiou by i^ray givea this picture, which probably rep- 
resents more peribronchial thick e ning than dilatation of the 
bronchi. Of course from the * my picture you cannot tell 
whether a shadow running down, such as this, is due to thm- 
walled HHntivI bronchi or due to normal bronchi, as far as the 
bore of the tube is concerned, with thickened wall 

The important thing m this patient is the future as to whether 
he IS gomg to have a recurrence of the condition or not and the 
best way to prevent that probabflity I am mclined to thmk 
that a patient with this sort of history should live very much the 
outKif-door hfe of the case of tuberculosis that is well enough to 
be at work That is, he ought to sleep with his windows wide 
open and get as much fresh air as possible and ought to be over- 
nourished There is no mdlcahon for him to keep at rest if the 
paroxysms of dyspnea do not mterfere with his worL I think 
it IS deadedly advisable for him to have a course of vaccme treat- 
ment on the basis that there may be an underlying chrome bron 
chibs of bacterial ongm, and the vacane will possibly decrease 
that, and so decrease the occurrence of these parox ys ms of dysp- 
nea due to the accumulabon of these casts. With that sort of 
general hygiene he may remam enhrely free from these attacks 
the rest of ins hie. 

One etiologic factor I referred to m giving his history, saying 
there was no exposure to imtatmg fumes. Some of the cases of 
acute iibnnous bronchitis have followed aend fumes, such as 
ammoma fumes or the gas that comes from a fire, where the pa 
bent has inspired the smoke and gas m a burning building 
Then there is a condibon which is a tennlnal process following 
the inspiration of these imtatmg gases, which is spoken of as 
bronchlohbs fibrosa obliterans, where the gases have led to in- 
fiammatlon in the finer terminal bronchioles with subsequent 
conneebre tissue formation m the wall and obstruebon of the 
fine terminal bronchi That 15 an e.rtremely rare condibon, but 
it is well enough to keep it In mmd m conneebon with this other 
condibon which is relabiely a rare one 
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January 17, 1919 

Tittc baby, who Is nine months old, coroes to the hospital 
Irom one of the larger aties of Canada His father was told 
by seveial phyddans there, induding an eye specialist, that the 
baby’s condiUon was mcnrable. His family physldan told him 
that it was useless for him to take the baby to Boston, but, as 
the baby’s mother would never be satisfied If he was not taken 
there, it would be best for him to go 

The parents are well There are no other hving children 
One child died at twenty months of some disturbance of the 
digestion There have been no miscarriages. 

He was bom at foil term after a normal labor, was normal 
at birth, and weighed 5 pounds and 11 ounces He was nursed 
for six months He was then led on pasteunied cow’s milk, 
modified according to the formula: given bj the proprietors of 
PhUhps’ Mfik of Magnesia The present mixture is made up of 
the 

Top 9 ouncet of a quart of mUL 
9 ounce! of barley araUr 
1 ounce of mOk of masDeala. 

1 ounce of mflk near 

The milk is still pasteunred This mixture contains about 
5 JO per cent of fat, 7 per cent of milk sugar, 1 50 per cent 
of protein, and 0 75 per cent of starch He has bem taking 
five feedings of 8 ounces at four hour mtcrvals He has not 
vomited and has had one or two normal stools daily 

It has been rather difficult to get accurate data as to the 
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sequence of events, the mother, the aunt, the trained nurse, and 
the nursery-maid all giving duEferent dates As far as I can make 
out, however, it was noticed about six weeks ago that he cned 
when his diapers were changed and when he was given his bath. 
A httle later he acted as if his back was tender, and recently ha 
legs have been tender when they were touched Little atten 
tion had been paid to the tenderness m the legs and back, how 
ever, because of the more marked symptoms m the eyes Three 
weeks ago his left eye began to bulge, and within fifteen or tiventy 
mmutes was very prominent A large ecchymosis appeared 
shortly afterward m the left upper hd Ten days later the 
nght eye also protruded, and an ecchymosis appeared in the 
nght upper hd He had a shght nosebleed at the time when the 
nght eye swelled A discoloration was noticed m the roof of 
the mouth at about the same tune The color of the urine has 
not been noted 

Phystcdl Examtmiton — ^He is fairly developed and nour 
ished, but markedly pale The antenor fontanel is 3 cm ni 
diameter and level The head is of good shape Both ej'es sK, 
as you see, very promment, so pronunent that he cannot quite 
close the hds The conjunctivae are, however, not inflamed 
There is no limitation of the motions of the eyeballs The pu 
pils are small, but react qmckly to hght Both upper hds are 
stamed bluish-brown and the hds are a httle puSy He sees 
well, and there is no trouble with his hearing There are no 
teeth, and the gums are healthy The tongue is clean There 
IS an ecchymosis about 3 cm long and 2 cm wide on the pos- 
tenor part of the hard palate m the median hne There la * 
moderate rosary, but the chest is of good shape The nght 
border of the cardiac duJness extends 2 J cm to the nght, and the 
left cm to the left of the median hne That is, the heart is 
shghtly enlarged to the nght The acbon is regular The rate 
is 160 There is a shght systohc murmur at the pulmomc area 
The second sound at the pulmomc area is normal There is 
also a shght systohc blow m both sides of the neck The lungs 
are normal The level of the abdomen is that of the thorax 
Nothmg abnormal can be detected m it The lower border of 
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the hver is palpable, 1 cm below the costal border m the nipple 
hue The spleen is not palpable He uses his arms freelj and, 
as you see, they are not tender There is, however, some swell- 
mg over the lower portion ol the diaphysis of the radius on each 
side This swelling is deep down and is shghtly tender It is 
not, however, red or hot, and does not pit on pressure When 
I pnck his feet with a pm he draws his legs up, as you see, but 
shows by his actions that he would prefer not to moi e them and 
that it hurts him to move them There is, nevertheless, no 
Inmtation to passive motions at any of the joints There is a 
little swelling about the diaft of the nght femur This swelhng 
IS very tender, but is not red or hot, and does not pit on pressure 
There is some swelhng about the lower portions of the shafts of 
the tibiie and fibuhe on both sides These swelhngs are also 
tender, but not red or hot They do not mvolve the epiphyses 
or the jomts. The knee-jerka are equal and unusually hvdy 
Kemig’s sign is absent on both sides There is no enlargement 
of the peripheral lymph nodes The rectal temperature is 
102° F The pulse is 160 The respuration is 60 

The unne is hght red m color, turbid, aad m reaction, and 
of a specific gravity of 1022 It contains a very slight trace of 
albumin, but no sugar There is 1 cm of sediment m the 
centrifuge tube. This contains many red blood corpuscles and 
a few white corpuscles, hut no other cells or casts 

The stool contains a shght excess of soap, but is otherwise 
normal The guaiac test for occult blood is negative. 

The hemoglobm by tbe Sahli test is 45 per cent. The red 
coipusdes number 3,500,000, and the white corpuscles, 18,000 
The red coxpusdes show some achromia and anlsocytosis, but 
no polychromatophiha, poOdlocytosis, or nucleated forms The 
differential count of the white cells shows 

MaHnnckan 60 per cent. 

Polynuclear neutrophils. 39 ** 

Kostnopluls 1 

Diagnosis. — I am sure that you have all already made the 
correct diagnosis, because I know that you arc iamiliar with this 
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disease You are all, I am sure, also congratulatmg yourselves 
upon bemg so much brighter than the physicians m the Cam 
dian dty You must not feel too much pleased with yourselves, 
however, because ten years from now, when you are not m toudi 
with large hospital clinics and when you have not seen one ol 
these cases for a good many years, more than half of you will 
fail to recogmze it To one who is famdiar with this disease 
there can be, of course, no differential diagnosis m this instance, 
because there is no other disease but scurvy which gives these 
characteristic symptoms and physical signs The tenderness of 
the legs and back on handhng and the peculiar situation and 
characteristics of the swellings about the bones of the extremities 
are absolutely pathognomomc. The blood m the unne, without 
casts or cells, is also characteristic of the hematuria of scurvy 
and mconsistent with acnite nephritis The sudden protrusion 
of the eyes could only be caused by a hemorrhage mto the orb^ 
No new growth could have forced the eyes forward so quickly 
Furthermore, if the protrusion of the eyeballs was due to an 
mcrease in the mtracmamal pressure, there would be also bulgmS 
of the anterior fontanel and evidences of cerebral irritation 
The ecchymoses m the eyehds are also corroborative of 
etiology, as is the bleedmg from the nose at the tone of ® 
protrusion of the right eye The ecchymosis m the roof of 
mouth IS also corroborative evidence of scnirvy There wo 
be, m all probabdity, swelling and discoloration of the gums 
there were any teeth Further, but less important, evidences 0 
scurvy are the anemia, the shght enlargement of the heart, 
rapidity of the pulse and respiration, and the exaggeration of 
knee-jerks The murmur at the puhnomc area and the systo 
blow m the neck are unquestionably functional m character an 
of no importance The elevation of the temperature is uo 
mconsistent with scurvy, although many of the text-books 
the impression that uncomphcated scurvy is never accompam 
by fever I have, however, seen it very frequently 

The most mterestmg feature m this case is that the hemor 
rhages mto the orbits have been so large, when the other sign® 
of scurvy have been so mild It is also mterestmg to note tb&r 
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the agns of nckets are so slight, although the scurvy is so marked 
The mixture being a perfectly rational one, the cause of the scurvy 
in this instance is almost certainly the long-contbued use of the 
pasteurized milk 

Prognosis —The prognosis is absolutely good with proper 
treatment The temperature will drop to normal wlthm a few 
days and the blood will also disappear from the urme The 
tenderness m the back and extremities will probably all be gone 
Wlthm a week. The eyes will quickly begin to go back mto their 
normai position, but it will probably be two or three weeks be- 
fore they will be quite where they belong It will take some 
time, of course, for the ecchymoses m the eyelids and In the 
roof of the mouth to disappear 

Treatment — The treatment Is very simple, namely, 2 table- 
spoonfuls of orange jmce once daily This should all be given 
at one time one hour before some feedmg It may be given plain 
or diluted with water If the baby dislikes it, it may be sweet 
ened with a little granulated sugar 

The baby will recover, even li the pasteurized milk is con 
tinned There seems to be no reason for contmuing it, how 
ever, because a dean and safe mlflc can be provided for the baby 
It is apparently digesting very well the mlitnre which it is tak- 
ing It seems irrational, however, to be giving a baby so much 
magnesia, and the stool shows that the baby 1 $ not quite inttug 
care of the fat m its food We will give it a mixture containing 
3 per cent of fat, 7 per cent, of mDk sugar, and UO per cent of 
protein, addmg 2 grains of atrate of soda to each ounce of mtlt- 
and cream m the mixture to take the place of the mUk of mag 
nesia in facilitating the digestion of the casein. We will 
the baby five feedings of 8 ounces at four hour intervals 

DISCDSSIOH OF JUFAKTILE 6COTVT 
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There is nothing characteristic about these symptomsj vfhch 
may occur, of course, in many other conditions, except, perhaps, 
the cardiac-respiratory disturbances Even these may also be 
due to other causes The occurrence of any of these symptoms 
should, nevertheless, always suggest the possibihty that scurvy 
is developmg The only way to determine whether these ^p- 
toms are due to scurvy or to some other cause is by the thera 
peutic test If they are due to scurvy, there will he an umue- 
diate improvement when orange juice is given It is very sur 
pnsmg, unless one is famihar with Ait, to see how rapidly the 
appetite wiU improve when orange jiuce is added to the diet, 
and how a baby, whose weight has been stationary for weeks, 
will begm to gam at once when orange juice is taken 

After a tune the charactenstic symptoms of scurvy develop 
These may be divided chnicaliy mto three rather definite types 
Usually, for a time, at least, the symptoms are entirely of one 
type, but m the well-developed cases the symptoms of all types 
may be present together 

In the ordmary type the first symptoms noticed are tender 
ness of the legs and back when the baby is handled This is 
usually first noticed when the diapers nre changed or the baby is 
bathed The tenderness becomes more marked and the baby 
uses its legs less and less, finally not movmg them at all uiJoss 
compelled Tenderness and pam on motion may also appo®^ 
m the arms After a time swelhng appears about the long bones 
of the legs or of the arms This swelhng is due to hemorrhage 
between the bone of the shaft and the penosteum, and is hmited, 
therefore, to the diaphysis The swelhng is tender and tense, 
but is not hot or red, and does not fluctuate It does not in' 
volve the epiphysis or the jomt unless, as happens m some of the 
severer cases, the hemorrhage has broken through the penosteum 
and mto the tissues about This swelling occurs most often 
about the femur, but is not imcommon about the lower parts 0 
the tfluae and fibulae It occurs more often m the forearms than 
m the upper arms It is almost always bilateral The position 
of the child is most charactenstic It hes on its back with its 
thighs flexed on the body and rotated outward, and with ® 
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knees flexed on the tlughs, that is, in the position which produces 
the least muscular strain, and is, therefore, the most comfort- 
able This position IS fairly well shown m Fig 237 

The baby does not ino\-e its legs This is not because it 
cannot move them, but because it hurts it to moxe them The 
legs are, therelore, held rigidly and are not flaccid Passive 
motions at the ]omts are not limited except in the most severe 
cases The knee jerks are normal or exaggerated, and there is 
no disturbance of the sensation 

In the second type, the first symptom is swelling and dis- 
coloration of the gums about the teeth The swellmg is soft and 
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sponej and the color purple It occurs most often about the 
inosor teeth It usuallj appears first and is most marked about 
the upper teeth It maj be present behind the teeth and not in 
front Snelling and discoloration of the gums almost never 
develops unless the teeth have erupted, but does sometimes, 
however when no teeth are vnsible 

In the thud tvpe the first and, often for a considerable length 
of tone, the onlv sj-mptom is the presence of fresh blood m the 
unne In these cases the unne is red and contains albumin, 
but shows no casts or renal elements There arc no unnarv 
‘^\Tnploms except the discoloration of the unne 
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In addition to these symptoms, ivhich, as I ha\e said, ma) 
all be present at the same time m advanced cases, there are 
other symptoms which are important, but less charactensUc. 
Hemorrhages are the most common of these symptoms The) 
may occur anjTvhere m tlie skm, mahmg ecchymoses of i^ous 
sizes Hemorrhages may also take place into the orbits a. 
happened m the baby that we ha\e just seen Bleedmg om 
the nose or mto the conjunctive is not uncommon Cerebral 
hemorrhages, hemorrhages into the jomts and hemorrhages rom 
the bowels are, however, most uncommon The pallor, v 
has been mentioned among the early sjmptom^ is 
marked sjmptom m the well-developed cases Edema is 
a not uncommon sjmptom of scur\^' This may occm 
ejehds, as already mentioned, or m the face or ^ 

tions In addition to this ordmary tj-pe of edema Ae 
a very fum type of edema which occurs about Ae bon«. F 
ciaUy of the lower legs This tjpe of edema does not P 
pressure and may easdy be mistaken for bemorrh^ 
the bones It is often a very confusmg f “dition, an 
times, If Its real nature is not recogni^, obscmes d P 
Fever, even as high as 104° or 105° F , is not at a 
m the acute cases, although many of the text-books 
fever does not occur m infantile scurvy I am sure 
however, because I have so many tunes seen a ^ , 

m scurvy mthout anythmg to account for it except the 
and have then seen this temperature drop to normal 
days, with the subsidence of the sjmptoms of scurvy 

smtable treatment , 

Certam evidences of neuritis, such as exaggerati 
knee-jerks and edema of the optic disks, preset ^ ^ 

instances Enlargement of the heart, especially to Ae ^ 
not infrequent An mcrease m the rate of the pul 
respiration, espeaally of the pulse, is also not uncommo^ 
baby that we have seen today shows many ^ of 

signs, that IS, exaggeration of the knee-jer^, ^ 

the heart to the right, and mcrease m the rate of the pulse 

respiration 
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Pathology — I do not wish to tahe up the pathology of scurvy 
m detail There is anemia m all cases This onenua is of the 
secondary type, and shows the pecuhanbes of anemia of this 
type m infancy That is, there is a tendency toward the chlo 
robe type of hlood, to leuhocytosis, and in the severe cases to 
rei’ersion to a younger type of blood The hemorrhages about 
the bones and their charactensbes I haiT already spoken of 
The bones themselves show some rather charactensbc changes 
The bone marrow loses its lymphoid character and is poor m 
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cells It contains rclatn ely few blood i-esscls There is much 
caloficd ground substance, but it is not com-erted into true bone 
The cortex of the bone is thmner and more bnttle than normal 
The dcnsiU of the bone is dmumshed at the epiphyseal hue 
Fractures and separabon of the epiphyses occur, therefore, more 
readih The pcnostcura of the long bones is thickened and 
congested The hemorrhages occur as the result of this con 
gcstion In many instances there arc also hemorrhages in the 
bonc-marrmv These radiographs (Figs 238-240) show some of 
these changes 

\OL. 1 — St 
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hip, the tenderness is over the joint, and swelling, if it occms, 
IS about the joint In Pott’s disease there is ngidity of the spins 
and usually an angular deformity Psoas contraction is usually 
present There are no other evidences of scurvy Injunes ait 
usually unilateral, sharply localized, acute, and there are no 
other signs of scurvy Infantile paralysis is an acute disease. 
The lack of use of the extreimties is due to paralysis and not to 
pam The extremities are flacad and are not held ngidily 
There is no swelhng The reflexes are diminished or absent 
Multiple neuntis is not a disease of infancy The loss of use is 
due to paralysis and not to pam There is, therefore, flacadity, 
not ngidity There is no swelhng The reflexes are dunuuslieif 
or absent Many other mmor pomts might be given m the 
differential diagnosis between scurvy and these other conditions 
The pomts, which I have given you, however, are suffiaent to 
prevent mistakes 

The type rvith swollen g ums is often mistaken for difficult 
dentition This mistake should never be made The sweHm? 
of the gums m scurvy almost mvanably occurs about teeth whidi 
have erupted, or are m process of eruption The swelling ® 
difficult dentition occurs above a tooth which has not erupted 
The swelhng m scurvy is purple and soft The swelhng o 
difficult dentition is red and hard The eruption of the too 
reheves the symptoms m difficult dentition The eruption o a 


tooth m scurvy has no influence on the symptoms 

The type of scurvy begmnmg wijh hematuria is al®® 
never recognized It is mistaken for nephntis, or the hematuna 
IS attnbuted to stone m the unnary passages, tuberculosis or 
sarcoma Sarcoma of the kidney, it is true, is sometimes asso- 
ciated with hematuna The hematuna is, however, slight an 
mtenmttent, not marked and contmuous There is, moreove^ 
almost always a palpable tumor m the region of the kidney 
there is hematuna Tuberculosis of the kidney and bladder m 
infancy is a pathologic cunosity Hematuna almost 
occurs m it The urme, if it shows anythmg abnormal, contan^ 
pus Stone m the unnary passages is also most unusual, 
though imtation of the unnary passages from crystals wi 
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hematuria as the result sometimes occurs In such cases the 
crystals can be found In the unne. If there is any doubt, the 
admimstration of an anbscorbubc -will dear up the diagnosis 
in a few days When there is a nephritis, there are always 
casts and other renal elepients m the unne These are, how- 
ever, almost never present in scurvy, or, if present, there arc 
very few of them 

Prognosis — The prognosis m infantile scurvy is good Re- 
covery is rapid and complete under proper treatment l^ema- 
tuna usually ceases inside of a week. Tenderness of the ex- 
treimties is usually gone in a few days The swelling, however, 
lasts much longer, because time is reqmred for the absorption 
of the blood. Improvement in the swelling in the gu m s is 
manifest withm forty-eight hours and the swelling is usually 
aB gone mside of a week. Even in cases where there has been 
a separation of the epiphyses, the epiphyses almost mvanably 
come bark mto place It is only in the rarest instances that 
any permanent deformity of the extremities remains I have 
myself seen only one case m which this occuned In this 
instance the case had been neglected for a long time and there 
had been so much ossification of the elevated penosteum that 
it could not fall back mto place 

Treatment. — The first element m treatment is the prevention 
of the disease. Knowing, as we do, that scurvy develops more 
frequently m babies that are takmg foods made with heated 
mBk or foods prepared without milk, it is always wise to give 
such babies orange juice or lemon juice to prevent the develop- 
ment of the disease My experience has taught me that it is 
necessary to give at least 1 tablespoonful of orange jmee daily 
m order to certainly prevent its development. Hess hes sug- 
gested the use of potato water, which he has found effective in 
the pnn’tntion of scurvy, m place of the usual cereal diluents, 
because it fs so much cheaper than the fruit juices. He has 
also suggested the use of the jmee of the peel of the orange as 
an antiscorbutic, as it is both effective and cheap 

When scurvy has developed, it can usually be cured by 
changing the food It can almost always be cured by stoppmg 
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the heatmg of the milk, if it is bemg heated Recovery is slow 
when nothing is done but to change the food or to stop tbe 
heatmg of the milk It is much wiser, therefore, to give an 
antiscorbutic at the same time, m order that the recovery may 
be more rapid Recovery will take place, moreover, when an 
antiscorbutic is given, even if the food, which was the cause oi 
the scurvy, is contmued The most available antiscorbutic is 
orange juice In order to certainly get satisfactory results 
2 tablespoonfuls of orange juice should be given daily 
may not be suGBaent, more is unnecessary It is best to give 
the orange jmce aU at one time, one hour before some feeding 
It is advisable to give it at this time m order that the stomach 
may be empty and that the digestion of the milk may not be 
disturbed Orange jmce may be given plain or diluted vvith 
water There is no objection to sweetening it with a httle cane 
sugar, if It seems desirable The juice of tbe orange peel is equally 
as effective and can be used instead of the juice of the orange. 
Strange as it may seem, boihng the fruit juices does not destroy 
their antiscorbutic action 


Boiled and mashed potato also has a defimte antiscorbutic 
action, but potato flour has none Beef juice has a shghtly 
antiscorbutic action, as have wheat middlings Their anh 
scorbutic action is, however, not to be compared with that 
the frmt jiuces and potato Yeast, cod hver-oil, and olive oU 
have no antiscorbutic action 

There axe no drugs which have any effect whatever m the 
prevention or cure of infantile scurvy 


CLINIC OF DR WILLIAM P GRAVES 
Frbe Hospital for Women 


CANCER OF THE UTERINE BODY AS A BORDERLINE 
CASE IN GYNECOLOGY 

Having been asked to give a dinical lectnre on the subject 
of borderline cases m gynecology, I am confronted with a ccr 
ta in doubt as to what the expression borderline case really sig- 
nifies In fact, I do not for the moment recall havmg heard it 
used specifically m gynecologic classificatioiL To my imnd the 
term *Twrderline case" implies an indecision as to the exact 
status of a given case m its relation to two speaaliied branches 
of medicine, and this condition of doubt may refer to matters 
either of treatment or of diagnosis, or of both. In my medical 
school days a borderline case suggested a malady to which the 
general medical man and the general surgeon both laid claim 
In those days the most conspicuous example of such a case was 
chrome appendiads. Our eminent professor of rJInIral medicme 
was emphatic in his assertion that chronic appendiatis is essen- 
tially a medical disease, and should be treated as such, while 
our surgical instructors, with equal vehemence, held to the view 
that the chrome appendix should be removed, Viewed from this 
standpoint cases on the borderlme between mediane and surgery 
are still numerous If we look, for borderline cases m gynecology, 
We shall find ourselves m a climcal much too extensive to 
be treated in detail by a single lecture, inasmuch as cases will 
be found on a considerable number of different borderlines 
For example, one who is interested in orthopedics would be 
surprised to sec in a large gynecologic clinic how many patients 
apply for treatment on the supposition, that they have pelvic 
disease, whereas, m reahtj , they are suffering from sonic liono 

sa8g 
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or musde lesion Again, the boundary lines of gynecology fmd 
neurology intersect very frequently, and it is a ivell-known fact 
that neurologic clinics abound •with patients "who need gyneco- 
logic treatment, and conversely In like manner, it 'will be found 
that the broad saence of gynecology has lines of attachment to 
practically e'very specialized branch of medicme, no matter how 
exdusive, and that at each pomt of contact there are cases wludi 
noay properly be designated as 'Tiorderlme” m the varied 
significance of the term As far as general intersest goes, the 
most practical treatment of my subject ■would be to discuss 
those cases that may be said to lie m the borderland of pracha 
between the general practitioner and the gynecologic spe- 
cialist. 

This of itself constitutes a ■wide range of subjects, but IshaC 
confine myself to a single one ■which ■will help to illustrate certain 
points concerning which there is at present msuffiaent co-or 
dmation between phy^aan and speaahst 

The patient before you is one ■whom I first saw profesaonaliy 
a httle over two years ago Though seventy-five years of agt 
she •was at that tune a strong, rugged woman She had had the 
menopause at about fifty, but had smce then noted an occasional 
sbght show of blood to which she paid bttle attention About 
a year before her visit she had begun to have what she thougn 
was incontmence of urme She consulted her physician) who 
made hgbt of the trouble, and without examining the patient 
prescribed something to allay bladder imtation The waW 
discharge contmued, however, and as it yras rather offensw® 
and was occasionally streaked with blood the suspiaon bad been 
aroused m the patient’s mind as to whether the discharge really 
issued from her bladder 

Pelvic examination revealed a large, fixed, tender ut^ 
which bled firom the effects of palpation The cervix appeamo 
and felt entirely normal There was a watery discharge fm® 
the Uterme canal, the urine ■was normal At the operation it 
■was foimd that the uterme body was completely invested wi 
a cancerous process which mvolved both tubes and one ovary 
Notwitbstandmg the extensiveness of the disease thioughon 
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the pelvic oigana, there was no tmoltemenl of the regional lymph- 
glonds 

Please note carefully the points in the pathology of the case, 
for they are of much significance in the matter of the dmical 
course of this disease A complete hysterectomy was performed 
The patient made a good recovery and remamed m excellent 
health until about six months ago, or for about a year and a 
half after the operation 

She comes now for examination for recurnng symptoms 
Will you examme the patient, Mr Meigs, and tell us what you 
find 

Me. htEios I find an indurated area in the posterior wall of 
the vagina, hl^ up, throu^ which there seems to be some sort 
of an opening mto the rectum I think there are feces m the 
vagina My diagnosis is recurrence of cancer in the vagina, with 
fecal fistula. 

Ds Geaves Do you note anything special with regard to 
the vaginal wall? 

hts Meios It seems unusually tough and leatheiy, and 
the whole vagina is curiously shrunken 

Dr. Graves Does the presence of a rectovaginal fistula m 
a comparatively early end well localized recurrent cancer m the 
vault of the vagina suggest anything to you? 

Me. Meigs It seems rather unusual Perhaps you have 
been using radium in this case 

De Graves You are quite right, Mr Meigs, radium was 
given ns a prophylactic several tunes after the operation. The 
tough shrunken nature of the vagina is characteristic of the 
result of radiation on normal tissues The fistula is also un 
doubtedly the result of a too enthusiastic radium treatment. 
I have seen a number of postoperative cases like this. In some of 
which I ha\ e applied the radium myself, and in some of which 
it has been given by others, where fistulas have resulted This 
experience has led me to discontinue the practice of using radium 
as a prophylactic after operation for uterine cancer I doubt 
very much if it has any influence m preventing recurrence of the 
disease, while it causes great nsk, even when carefully screened, 
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of produang vesical or rectal fistulas long after the tone of its 
application, even if the disease does not recur What is tk 
prognosis in this case? 

Mr Meigs Absolutely bad, sir 

Dr Graves Could the patient have been saved with an 
early diagnosis? 

Mr hlEiGS Very easily, sir I have often heard you say 
that cancer of the body of the" uterus is a very benign fonn of 
cancer, and that if it is taken anywhere near in tune a permanent 
cure by operation can be practically guaranteed 

Dr Gra'Ves Perhaps that is putting my remarks on the 
subject rather strongly, but nevertheless it is not far from the 
truth Now, gentlemen, the history of this patient presents 
several very important, pomts, ■which I hope you ■will remember 
when you get mto general practice and begm to see gynecologic 
cases 

In the first place, a strong, healthy woman, notwithstanding 
her advanced age, had noticed for a considerable penod of tune 
an occasional very shght showing of blood which was so insig 
nificant that it caused her no alarm Supposmg, Mr VanSton^ 
that such a patient should consult you, what conditions woul 
you think of, exdudmg for the moment the possibihty of cancer? 

Mr VanStone Well, I should think, first of a cervical polyp 

Dr Graves That's nght, and why? 

Mr VanStone Mucous polyps of the cervix are apt W 
make theur appearance after the menopause, and cause mter 
mittent bleeding, quite s imil ar to that of uterme cancer 

Dr Gra'Ves Does the presence of a cervical polyp exclude 
a consideration of cancer of the body of the uterus? 

Mr VanStone I should hardly think so 

Dr Graves No, it does not On the contrary, the 
ence of a polyp suggests a tendency to activity on the part of the 
mucous membrane which makes it all the more imperative to 
m'vestigate the true condition of the uterme canal What else 
would you think of m this case? 

Mr VanStone Senile atrophy of the vagina will sometimes 
cause shght bleeding 
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Dh Graves Thatisnght 

The epithehum of the mucous membrane of the vagfna and 
vaginal portion of the cemx becomes thin and dehcate In old 
age, and is very susceptihle to superficial infections or chemical 
Imtataon from abnormal secretions higher up m the gemtal 
The vaginal epithehum on account of its thinness readily 
desquamates under these conditions, leaving small denuded 
areas that are apt to bleed slightly or to cause a pmtish disr 
charge. The symptoms are exactly like those of an early car- 
dnoma of the uterine body Now, Mr Denney, supposing an 
elderly woman should consult you, complaining of slight hemor- 
rhages from the vagina, and supposmg you had examined her 
and found denuded bleeding patches on the vaginal membrane, 
would you be satisfied with making a diagnosis of senile 
vaginitis? 

Mb Denney No, sit 

Dr. Graves And why? 

Mr. Denney Because cancer of the body of the uterus 
appears most commonly after senile atrophy of the genitals sets 
in, so that a bleeding vaginitis and a cancer of the body might 
exist at the same time 

Dr. Graves Yes, and what is more, the altered secrebons 
from a cancer of the body of the uterus might of themselves 
set up a senile vaglnite Here again, as in the case of tV 
cervical polyp, a comparativeiy innocent lesion which couH 
readily account for the bleeding symptoms should not 
the exammer and deter him from talang radical step: j, 

complete diagnosis 


In addition to cervical polyps and senBe vaguat« — 1— »- 
of course, other non-malignant causes of uteiin^ hireanrrir'- 
the menopause, such as sloughing fibroids, tlKpcL- irr^ ^ 
the cervix, myomatous polyps, etc., but rijxrr jt-jr 

common and them diagnosis more obviyai, * - - 


We wai now take up the next - 

the case belore us Jlr Thomdik- vict 3^^ „ ^ 

grave significance do you notefnirv' 
sU^t Weeding wWch^ 
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Mr Thorndike The watery discharge which she and in 
doctor took to be the result of urmary incontmence 

Dr Graves What can you say as to urmary incontmence 
occurring suddenly m a healthy woman of seventy-five? 

Mr Thorndike I should wish to know whether the rncon- 


tmence was functional or orgamc 
Dr Graves Why? 

Mr Thorndike Because functional mcontmence is usually 
due to a relaxation of the sphincter muscle of the neck of the 
bladder I t hink it possible that a woman who has home chil- 
dren might develop mcontmence m advancmg age I should 
think it rmght also appear as a result of some urethral imtaW 
like that of a caruncle or even from a colon infection of tit 
urinary tract, which I understand is common in elderly people- 
Dr Graves As this patient described her symptoo t® 
me the watery discharge came away without her knowing it, at 
any time of day or mght, so that she was obhged to wear a 


napkm continuously What would you say to that? 

Mr Thorndike Under those circumstances the dischargt 
if urmary must have represented an orgamc mcontmence. 1 
mean to say the unne must have escaped through a fistulous 
opening from the bladder mto the vagina or urethra I 
see how such an opening could suddenly be established m 


elderly woman previously healthy It might, of course, happQ’ 
m an advanced stage of cancer, espeaaUy if radium had been 
used m her treatment But there is nothmg m this case to mdi 
cate that any cancerous process even if present was m mote 
than an early stage when she first sought medical help I ^ 
heve there are certam lesions of the central nervous system whicb 
produce a complete orgamc mcontmence, but I presume tifll 


these may be excluded m this case 


Dr Graves What would be your conclusions? 

Mr Thorndike I should conclude that the watery discharge 

was not urmary at all, but that it probably issued from som^ 
disease of the gemtal tract 

Dr Graves Very good Then you would not, as tfajs 
patient’s doctor did, teU the patient without examining her that 
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the eymptom of which she complflined was incidental to her 
age and that it need cause no alarm 
Mr. Thornoiee No, sir 

Be. Graves On the contrary, the appearance of a watery 
discharge from the vagma should have served as a danger 
signal of the gravest nature, for it is perhaps more than any 
other one sign pathognomonic of uterine cancer It is perhaps 
somewhat more constantly characteristic of cancer of the cervn 
flifln it u of cancer of the body, nevertheless, when it does make 
its appearana it usually means cancer somewhere m the g enita l 
rannl Occasionally a sloughing myomatous polyp will pro- 
duce the same serous, watoy, usually foul-smelhug discharge 
seen in cancer It always means danger It represents an 
exudation of serum through the capillary wall of the numerous 
new vessels forming m the cancerous growth, and is frequently 
so profuse, thin, and colorless as to suggest to the patient that 
tlw is a leak in her bladder 

This patient whom we are considenog did not receive the 
benefit of a pelvic examination when she first applied for medical 
asasUnce, Assume, Mr Atwood, that she had consulted you 
when she first noticed the watery discharge, and gave you at 
the same time the history of havmg occasionally seen a httle 
show of blood Assume also that you very properly made a 
cartful pelvic examination and found the vagmal mucous mem 
branc perfectly smooth, the cervix small, atrophic and not 
mdurated, and the uterine body small, movable, and normal m 
contour What would have been your conclusions and what 
advice would you have given the patient? I shall expect you 
to answer m detail, as you have helped me operate on a number 
of these cases, so that you may give the rest of the class the 
fruits of your experience 

Mr Atwood It is possible either for cancer of the cervix 
or cancer of the body to exist without the possibility of detec 
tion athcr by the palpating finger or by inspection of the vagina 
through. 0. speculum. Cancer of the cervix nearly always has 
a Euspidous fed to the examining finger, but sometimes the 
in\crtlng type of growths may become quite far advanced be- 
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fore being palpable I should not therefore jump at the con- 
clusion that the patient did not have cancer of the uterus simply 
because I could not feel it or see it In order to make mote 
sure of the cervix, I should insert a speculum in the vagum and 
pass a small curet mto the cervical canal If cancer is present 
the ciuret will nearly always bnng away a crumbly bit of tissue, 
with considerable bleeding If I got a piece of tissue like that 
I should save it for microscopic examination If I found no 
evidence of cervical cancer, I should tell the patient that my 
office examination was necessarily not complete, and that for 
ffiaal diagnosis it would be necessary for her to have the womb 
scraped under an anesthetic m order to make a microscope 
exammation of the hrung membrane of the womb If tht 
patient objected or wished to put it off until some later date, 
I should urge the necessity of operation 

Dr Graves And if she still persisted m her objechons 
should dehberately teU her I wished to find out definitely whetho 
or not she had a cancer The use of that word will always b®? 
the patient to her senses Go on, Mr Atwood 

Me Atwood The next step would be to take the pah® 
to a hospital, and, under ether, to curet the uterus, for 
purpose of examining the curetmgs by microscope 
Dr Graves Yes, and it is important to save the 
for examination even if they are very small and do not 
cancer by their gross appearance A beginnmg cancer of 
body m an atrophied mucous membrane may make a very O' 


significant showmg m the curetmgs 

We will now return to the case under consideration, and yo’J 
will recall that as a result of neglect the disease was found » 
operation to be very advanced and to have mvolved the uterine 
wall, the tubes, and the ovaries, but that there was no involi^ 
ment of the regional lymph-glands The local pathology 
this case is very instructive m that it illustrates well the W' 
course that cancer of the utenne body takes It always has 1 
ongm, as you know, m the endometrium, that is to say, m 
part of the utenne mucous membrane which is above the mtenw* 
os At first the disease is localized, formmg a wart-like e£ 
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cresence projecting into the utenne canah The little papillary 
filamenta of which the Email growth is composed break off easily 
and cause a shght show of blood This is a fortunate drcum 
stance, for it gives the patient a warning signal early in the 
disease The warmng is especially apt to be heeded by the 
patient since cancer of the utenne body is more common after 
the menopause when the appearance of abnormal bleeding is 
more likely to cause apprehension In this respect, as in every 
other, cancer of the frmdus is less treacherous than cancer of 
the cervix, which may progress to a hopeless stage without a 
sign or symptom to mdicate its presence. 

Cancer of the body of the uterus progresses rather slowly 
The disease spreads out over the mucous membrane and dips 
down mto the muscular wall of the uterus It has very httle 
tendency to metastasize Curiously enough, metastases when 
they do occur appear first in the ovanes, and this is a fortunate 
circumstance, for it tends to confine the disease to a tissue area 
which can easily be eradicated by operation 

Involvement of the tubes is by direct extension late in the 
disease Invasion of the parametnum and of the cervix takes 
place only m very advanced stages. 

Thus you viill see, gentlemen, that cancer of the body of the 
uterus 13 from the standpomt of surgery a very favorable dis- 
eaK, in that it gives early wammg, grows slowly, metastasizes 
late, and occurs m a group of organs which are easily removed 
The percentage of permanent operative cures is very high, 
higher probably than m any other form of deep ram-er And 
yet it IS extraordinary how many women who have tBic ^ 
tirely curable disease will allow themselves, or be allowed by 
their physidims, to drift mto a stage of moperabihty 

Cancer of the body of the uterus, although most commonly 
a disease of the postdimactenum, is by no means confined to 
that period of life It is frequently seen in the forties, and oc- 
casionallj, though rarely, before It is also often associated 
with fibroids, especially with those tumois that have attamed 
a considerable size The chmeal diagnosis of ntnrt^ of the 
utenne body before or durmg the chmactenc is less simple than 
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after the menses have ceased, as its symptoms are easfly con 
founded mth those of several other diseases which are apt to 
make their appearance m the fifth decade A full discusaro 
of cancer of the body at that penod would entail a review^ 
the whole subject of the menorrhagias and metrorrhagias 0 
menopause, which is one of the most important m gjmecology, 
and one to which we have tone in this lecture to make only 


brief reference 

Cancer of the uterme body occumng near the 
may, accordmg to our speaal defimtion of the 3 

died mth borderlme cases tor tire reason tot te abag 
bleediirg that it causes is so frequently regard^ by 8 ^ 
pracUtioner as a physiologic madent of the change 
therefore treated medically ^ 

One reason why the diagnosis of cancer of the y 
period is so frequently missed by the physu^ ^ ^ 

give no palpable evidence of its presence m ^e u 
disease is considerably advanced Cancer of the 
causes at an early stage a suspiaous hardness o 
bps which those physiaans who take the tioub e . 
their patients axe, I am glad to say, learning to e e 
creasmg accuracy Fibroids of the uterus axe usu ^ 

diagnosis, especially as many of them can he r^(Wy 
through the abdominal wall In cancer of the body, 
the cervix is normal, and the size, consistency, and 
the fundus may for a considerable tune suggest no 
abnormahty In the absence of comphcatmg fibre . 
dimcal course, and findings from pelvic 
exactly sunulate those assoaated with the comparative y^ ^ 
less condition of uterme insuffiaency, which as you 
an extremely common affection of the menopause pen ^ 
most cases of uterme insuffiaency will if the 
long enough become cured spontaneously, an erroneous 
Sion has been created among the laity and among some 
profession that abnormally profuse bleeding is a p ^ 
phase of the menopause This is a dangerous doctrine an 
led to the death of many hundreds of women whose fives 
have been saved by timely surgical mterference 
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I cannot be too emphatic in unpiessing on yon that the 
normal menopause takes place by a sudden or gradual cessa- 
tion of the menstrual flow If at the dimactenc age the flow is 
increased m quantity or m freqnency or by a prolongation of 
the menstrual penod, or by mtermenstrual hemorrhages, the 
change must be regarded as abnormal, and immediate steps 
must be taken to insure an accurate diagnosis In the absence 
of some obvious lesion, this can only be done by an examination 
under an anesthetic, mth a removal by the cuiet of sufficient 
endometnum for microscopic section 

If this rule is ngidly carried out with every case of abnormal 
menopause bleeding it will be found that the majority of cases 
without palpable cause for bleedmg will turn out to be utenne 
msuffidency Nevertheless the number of cases of cancer m 
the whole number eiammed will be surprisingly large 

Subjecting a patient to the annoyance of a hospital ether 
examination and findmg only a uterme msuffiaency is not a 
matter to be m any way deplored The ability to tell a woman 
who has been bleeding that she positively has no cancer not 
only gives immense mental comfort to the patient, but reheves 
the attending physician of a grave responaibihty 

Moreover, utenne msuffiaency, whether it be from a func- 
tional ovarian disturbance or from chrome tissue changes in the 
endometnum, is itself a disease which may have very serious 
effects on the patient’s general constitution and especially on 
her nervous organisation If at the time of excludmg the 
presence of cancer the abnormal bleeding may also be checked 
or the menstrual function completely stopped according as cir- 
cumstances demand, the operation is stiE more desirable For- 
tunatcl) , we have m radium an almost specific cure tor the hem- 
orrhages of utenne insufficiency, and though at the present time 
it fa available only m the larger medical centers, it wiil not be 
long before hospitals everywhere will be equipped with suffiaent 
quantities for the treatment of this common and depletine 
affection 

In concluding the lecture I may sum up the points that I 
wish jTiu to remember as fallows 
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1 Cancer of the body of the uterus may be classed as a 
borderline case because of the frequency "with which it is treated 
medically by the general practitioner 

2 The shghtest show of blood after the menopause should 
demand an immediate curetment of the uterus for miaoscopic 
diagnosis of the endometnum even if the bimanual examination 
reveals nothing abnormal to the touch 

3 Cancer of the uterus, both of the fundus and cervix, often 
causes a watery discharge which sunulates urme A ivatery 
discharge from the vagma is, therefore, a signal of danger 

4 Cancer of the uterme body grows slowly and is operable 
long after its imtial symptoms 

5 Cancer of the uterme body is the most favorable for 
operation of all deep cancers because of its slow growth, late 
metastasis, and long confinement to a group of organs that can 
easily be removed 

6 Cancer of the uterme body may occur m the menopause 
decade, and simulates m its symptoms espeoally uienne msuf 
fiaency 

7 The menopause is normally characterized by a lessened 
flow of blood Increase of blood at that time is an important 
danger signal 

8 Increased flow near the menopause should always be 
mvestigated by microscopic examination of the cureted eu^o- 
metnum, even if digital exammation reveals no anatomic 
abnormahty 


CUNIC OF DR CHARLES J WHITE 
Harvakd Medical School 


SOME COMMON ERRORS IN DERMATOLOGIC DIAG- 
NOSIS AND TREATMENT 

Errora of Omlasion and Commlssfon in the Diagnosis and Treat- 
ment of the Commoner Diseases of the SMn. References 
to Certain Methods of Treatment which Do Not Elgnte in 
the Text-books 

As the years pass in my puhhc and pnvate consultation 
practice I am struck more and more by certam definite enots 
of omission and commission on the part of the general practi- 
boner in his diagnosb and treatment of certain akin diseases. 
No great blame should be attached to such errors, for nowadays 
no one man who may be called upon to treat every conceivable 
human ailment can possibly know aU that is known by those 
who give thar entire tune to one division of medical knowledge 
What follows, therefore. Is not to be taken as a personal enbeisin 
by any member of this audience, but should be received in the 
spirit in which it Is given, » e , the crystallization of the thoughts 
ol one who has witnessed these errors and se^ a method of 
preventing their future recurrence. What follows, then, win 
be a rdsumd of the commoner errors in diagnosis and references 
to certain methods oi treatment which may not figure con- 
spicuously in the text books, but have proved of distinct worth 
in my hands 


ERTIHEMA MTJLTtFOEME 

There arc mdmdusls who are bothered with frequent re- 
currences of this disfigurmg and often incapaatating disease 
which previous treatment has not cured In such cases let me 
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advise you to try one or the other of the following methods 
mtemally, and remember that the drugs should be adnui!- 
istered not only through the immediate attack but also for 
several months, even five or six, afterward, with one week’s 
mtermission out of every four The first drug is hexamethyi 
enamin m S-gram doses after each meal m a full glass of hot 
water If this fails after a thorough tnal, then substitute cal 
cium lactate to the amount of 10 grains m a half-glass of warn 
water after meals To gam the full benefit of this latter drug 
under all circumstances the patient should eschew all aod 
foods, t e , raw frmts m any form, all types of pickles, tomato, 
cucumber, and vmegar, and should make a pomt of eating the 
hme-nch foods, such as milk, eggs, and qunach Externally 
'Svhite wash,’^ 


II Aad carbol ' 

Calamm ^ 

Zinc ojad * 

Aq calCB q a ad 2S0 

always gives rapid rehef to the bummg and itching, and qmcl^ 
dnes up the ever-present edematous lesions This wash sno 
be sopped on (never bandaged) every hour until the lesions am 
stiff and dry, and when the skm seems about to crack fro® 
stiffness ‘Xassar’s paste,” 


If Aad salicyl 
Zinc o«d 

Amyl maidis, vaselm 
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should be apphed night and mommg under one layer of old cot 
ton or Imen 

UETTCARIA 

The simple attack of 'Tuves” following, m susceptible 
sons, the mgesbon of certam well-recognized foods is usually 
easily reheved by a good salme purge, moderate fastmg foi ^ 
few days, and the apphcabon of any of the common antipiii 
ntics There is, however, a deaded proportion of these s® 
sitized” mdividuals who find their way, sooner or later, m despair 
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tion to the dermatologist because endless previous medication 
has not relieved them from their intolerable itchmg and its 
resultmg msomma These patients are usually women, and 
practically always of the “nervous,” high-strung type, probably 
with a superfunctioning thyroid at the bottom of their troubles 
Rrst of all, if possible, dne must take these patients out of 
their present envrroiiment and occupations, rest should be the 
foundation of their cure It is an accepted fact that a change 
of scene, of people, of food, of family surrerundmgs is perhaps 
our best "tonic.” If possible, arrange for such a change For 
a few days starve these people on a diet of bread, butter, nee, 
and water, and then cautinusly add snnple roasted or broiled 
chicken or beef, baked or boiled potato, or macaiom, stnng 
beans, peas or spinach, and simple farmaceous puddings plus 
milk or freshly brewed tea Great stress should be laid on the 
avoidance of all aidd foods (see under Erythema Multifoime) 
and of coffee Calduin lactate agam is our standby mtemally 
Every night, just before going to bed, these patients should 
take a starch or a soda bath. This means a wa rm bathroom, 
a pound of cornstarch or of cookmg soda to the tub of water, 
temperature of water 9S° F , quiet immersion without soap for 
five mmutea, drymg by patting and not rubbing with a soft 
Turkish towel Neither silk nor wool should be worn next the 
akm Before the patient enters the bed some one should warm 
the sheets by passing a hot-water botUe between them Cold 
and heat bring on paroxysms of wheals, and scratching and both 
extremes of temperature should be avoided EitemaDv eb 
omtment of menthol. 


I) MentM 
Zinc. cddd. 
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It may be necessary, however, m certain extreme cases to resort 
to skin tests to determine what is the noxious dement present 
Let me illustrate this pomt Recently a young man was unsuc 
cessfuhy treated according to the above methods, except tkt 
a;-ray exposures were impossible because of his distant domidk 
m a small town It was noted that bs worst recunences in- 
variably followed an evening at the theater or the movies Skm 
tests showed an mtense susceptibihty to nee, and it was evident 
that the exposure came through mhalabon of nee powder from 
the skins of his “fair” neighbors m the hot, ill-ventilated audi 
tonums he frequented 

DERMATITIS EXFOUATIVA 

When confronted with tbs essentially scahng disease it u 
only natural for the practiponer to combat tbs condition m 
the customary way, that is, by the appheabon of omtments. 
Dermatitis exfoliativa is a senous disease, and up to a certain 
date the skin records of the Massachusetts General Hospital 
showed that 50 per cent of its patients afflicted with tbs disease 
had died under treatment Then we began the so-called dry 
treatment,” and from that moment until the present day it is a 
fact that no patient with dermatitis exfoliativa, who has been 
treated completely by tbs method, has been lost Nevertheless, 
the convalescence is commonly desperately tedious, the cni® 
runnmg mto months 

The “dry method” consists m the superabundant appbea- 
bon of borated talcum powder and unperabvely nothmg else 
The pabent should be placed m a room devoid of all carpets, 
rugs, hangmgs, pictures, and furmture— nothing save the bed 
is left The hair should be cut close and the powder should be 
dusted on whenever m the twenty-four hours a smgle fraction 
of an mch of skm becomes visible The pabent should, m 
he m a bath of powder Loose plugs of absorbent cotton should 
be placed m each nostnl and there should be demulcent dnnhs 
for the dry throat and 10 per cent argynrol solubon for the eyes, 
because at times the faaal orifices become painfully rrntated by 
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the particles of powder floatmg In the atmosphere All bathing 
is indefini tely suspended 

The first we^ or two of this intensive dry treatment may be, 
and usually is, a period of agony, for great cracks and crevices 
develop here and there over the body, and the patient and his 
family beg and plead for "just a httle omtment” to soften the 
overlymg crusts formed by the resultant oozmg of serum The 
physiaan must be as hard as adamant agamst these pleadings 
This phase must he gone through with, and the sooner it is 
over, the better for all concerned, for afterward it never recurs, 
granting that there has been no digression, even by a hair’s 
breadth, from the hard and fast line of the "dry treatment ” 
If pus forms under the crusts, they must be forcibly lifted or 
cut away and more powder apphed It may be proper here to 
apply for fifteen minutes mght and mormng “black wash” 

A Hydmg cWond. nut 2 

Ao aldt. 250 

The comfort of the patient can at all times be enhanced by 
the use of an air mattress and cradles to keep the clothes from 
the tender skm Steriliiation of all bed and body hnen is 
obligatory, and a constant and steady supply should be on hand 
The patient should be given an easily digested, light, but sup- 
portht diet, and possible mtcrcurrent symptoms should be 
treated at once There should always be plenty of fresh air, 
day and night, and suitable and cheerful companionship, if 
possible, should be provided. Let me repeat that the cure is 
discouragingly long drawn out, more than once we are tempted 
to try some other method, but let us always bear m mmd that 
death has, as yet, never claimed any patient of ours who has been 
treated absolutely consaentiousiv by this method 

LICHEN PLANUS 

The unwary physician has often been trapped into serious 
errors by this disease, either through ignorance or carelessness 
The chief pitfall is the differential diagnosis between this disease 
and syphilis 
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A papular syplulis may itch, and, m course of time, by the 
friction of scratchmg or of the clothes and hy the natural sub- 
sidence of the lesions, the tops of the papules may become flat 
and ghstenmg, and the sides may lose their onginal rotundity 
and the color may become tmged with blue, and then we are con 
fronted, to a greater or lesser extent, with the subjective m 
objective symptoms of hchen planus Let us all, 
remember the existence of this disease, and then with our 
em means of diagnosis we (xin piyactically always prove c o 
istence or the absence of dreaded syphihs 

There is, however, a form of hchen planus which m Wp 
even the expert unless he be “on his toes,” or unless e 
thorough routmist and has submitted his patient to e 
field” lens and the "Wassermann test This vanety is kncmn 
hchen planus annularis, and cunously enough it has a ea 
predilection for the glans penis or its shaft or the scro um 
the lower abdomen Lichen planus annularis and an ^ 
syphilid require dihgent circumspection and diagnosbc a 
to differentiate between History and modem laboratory 
will, of course, settle the question, but let us not forge 
possfbihty of sucii a dehcate clmical confrontation 


UCHETf SIMPLEX CHROHICUS (LICHEN dRCUMSCBIPTUS) 
These terms sigmfy a defimtely carcumscnbed, 
filtrated, dark red, mmutely scahng, pamfully itchy 
somewhere on the trunk or the extremities, or at the base 0 
skull of a “nervous” mdividual — usually a woman and 
proachmg or m middle age Endless drugs m various 0 
have been advocated and apphed m this dermatosis, but e^^^ 
these many previous failures, two methods of treatment 
proved themselves trustworthy and successful 

If the attendmg physician is a man expenenced m the cu 
neous therapeutic use of ic-rays he can soon brmg about the ^ 
hef so ardently desired by the long-suSermg patient h 
physician cannot honestly qualify as such an expert, he 
immediately send his patient to one who can If this sacrin 
on the physiaan’s part is not possible, and very often, throug 
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lack of tune or money on the patient’s part, or through distance, 
the transfer is not possible, then let him have recourse to crude 
coal tar, and very likely the desired cure may be just as success- 
fully and rapidly attained 

Crude coal tar is one of the first products of the burning of 
bitunimouB coal — a black, tarry smelling, viscous semisolid or 
liqmd One can now obtain it through the Eastern Drug 
Company This substance, first mtroduced mto dermatologic 
practice by Brocq, of Pans, has proved one of the great thera- 
peutic “finds” of recent years. For use in the hair it should be 
combined with vasehn and apphed between the hairs by means 
of a fine swab, for use on a dry surface it should be mixed with 
lanolin, and for applications to a moist condition it should be 
incorporated in a paste It should perhaps be tried first m a 
5 per cent, strength, and should preferably be diluted with an 
equal amount of ime oiid It is, unfortunatelj , a dirty, es- 
thetically unacceptable medicament, and it smells, but its won 
derfuUy successful therapeutic properties far outweigh its out- 
ward disadvantages It naturally stams hnen badly, but thor- 
ough rubbmg with lard and subsequent washmg m hot water 
and soap will usually remove all traces of discoloration Before 
each morning and evening cutaneous applicaPon the old remain- 
ing portions should be removed with oil of sweet almonds — 
water should never be apphed During the use of crude coal- 
tar positively no other drugs should ever be employed locally, 
all hau at the site of apphcations should be kept closely cut, 
if pustules appear the munchons should cease and not be re- 
sumed until all pus has disappeared, and there should be no 
bandaging over the affected area Long eipenence has taught 
the nccessitj of these hard-and fast rules 

PSORIASIS 

From a diagnostic point of view we should not forget that in 
the macular, delicately scaling types of psoriasis the disease may 
closely resemble eczema psona^orroe and pityriasis rosea, and 
that m its Inter, infiltrated, serpigmous, and at times moister 
stages psoriasis is quite easily confounded with syphUis and with 
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lupus vulgans Such possible rmstakes naturally entail senom 
therapeubc and prognostic blunders 

Concerning the treatment of this at times almost hopdessk 
mtractable disease let me make two suggestions There is ! 
multiple, highly inflammatory type of eruption where all ol tit 
usual, exatmg, detergent drugs serve only to add fuel to tie 
flames Here we can apply a mild omtment and frequentlj 
denve rapid and gratifymg benefit 

Bisrauth Bubnitrat. 

Aad boraac. 

01 olivarum 

Lanolin 

More frequently we are confronted with old, desperately chionic, 
deeply infiltrated, thickly desquamative plaques which cova 
large areas of the trunk and limbs Preceding medical attend 
ants have tried numberless medicaments In such cases wf 
the Massachusetts General Hospital, at the instigation of Dr 
Loretta Joy Cummins, have instituted the carbohydrate-poor 
diet, applymg to the surface only the most perfunctory medica 
tion We still have our failures m these trying cases, but wt 
feel assured that their numbers have been deadedly dinuiudifid 
smce we have perfected this method 

This radical procedure is not advisable m growing cbUdruii 
on account of the possibihties of an ensumg aadosis and becauso 
we conader the natural growth of the child more nnportant than 
the madence of psoriasis We do not advocate this selectn* 
starvation for the thm type of adult Therefore, bearing m 
mmd the possibihties of aadosis and of too great loss of weight, 
we begm the treatment We give each patient printed sheets 
of the Allen diabetic diet and reajies for the making of bran and 
agar cakes and bran and Lyster flour muffins and doughnuts 
We msist on accurate waght charts from each patient and ffc 
stop the diet if it is found too depleting In the first week tbeie 
is always a loss of 3 to 4 pounds, and m the succeeding three or 
four weeks a further weekly loss of perhaps 2 pounds more Then 
equdibnum is apt to be established and from then on there JS 
usually no further loss" 
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This little-known method may seem deddedly bewildenng, 
for previous dietetic investigators have strongly urged the 
elimination of protem from the daily bill of fare My only 
answer is, try for yourself this more recently advocated method 
My only explanation of these contrary teaclnngs is that, after 
all, perhaps the value of either hes in the semistarvabon of the 
patient- 

PITTHIASIS ROSEA 

Diagnostically, let me emphasue two very frequent errors 
The first is the mistakmg of this disease m its early, undiflfer 
entiated, macular stage, for syphilis — naturally a very senous 
blander, but, unfortunately, m my expenence, not at all a rare 
one The second, even more common, 13 the confoundmg of 
this disease with multiple tmea aronata The fault generally 
lies in forgetting that there is such a malady as pitynasis rosea. 
Bearing constantly m mmd the existence of this harmless affec- 
tion will easily obviate these unfortunate errors, and the use of 
the imaoscope and the Wassermann test will render the proper 
diagnosis a comparatively easy matter 

Therapeubcall) let me warn against the use of strong ap- 
pllcabons m this affection, they are not only unnecessary but 
also distinctly harmful. It is not an exaggeration for me to 
state that m raj experience the great majontj of patients with 
pltjuiasis rosea haio been overtreated by their first attendants, 
and come to me with lesions so inflamed that the proper diag- 
nosis IS often a matter of great difficulty Generally, the first 
physidan has considered the outbreak to be rmgworm, and has 
prescribed tincture of iodm, mercury m some form, or sulphur, 
and the result is a weepmg or semimoist dermatitis venenata 
Whatever our beliefs may be concermng the etiology of the 
disease, the fact remamS that pitjulasis rosea is best treated by 
means of soothmg applications, and m my own hands “white 
ivosh" [nde Ervthcma Multifotmc) m summer and "pmk wash” 

H- Add- carbol 1 

CaUodn ^ 

Zl&c. endd g 

Gli-cenn « 
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m winter have proved entirely safasfactory from a curative and 
from an esthetic point of view Winter, in the dnnate of Bostoa, 
means the penod from September l5th, to June 1st, summer, 
from June 1st to September 15th These washes should be 
sopped on whenever and wherever subjective symptoms arise, 
the diet should be 'Tight”, the clothing should be non-imtatm? 
and loose, work, espeaally m warm weather, should be kept 
down to a minimum, and a starch bath (wde Urbcana) should 
be taken, if acceptable, once a day 

ECZEMA 

The diagnosis of this common disease is usually compan 
tively simple, save m the palms and soles, and in these areas 
the general practitioner must be on his guard lest be confiK 
this disease with syphihs, or with psonasis, or with mfection y 
the Epidermophyton mgumale, a relatively unrecognized imnety 
of the ringworm plant Syphilis and psoriasis of the palms are 
adequately descnbed m the text-books and should require do 
reiteration here, but the clnucal appearances of Epidennophyf® 
mgumale infection have not been as yet sufBaently eluadat 
except m the very latest editions of dermatologic treatises, ano 
may very properly be detailed at this jimcture 

Most of us are acquamted with this plant in connection in 
the sharply demarcated, pmk-red, dehcately scaling homogeDe- 
ous plaques found on the inner upper thighs, next the pun 
arch and, usually on the left side m men, because of the con 
tigmty of the scrotum We have called this “red flap,” eczema 
margmatum, jockey-strap itch, etc , but now, thanks to Sabou 
raud, of Pans, we know this to be due to a certain type of nng 
worm More recently we have learned that similar conditions 
may arise over the pubes, aroimd the umbihcus, m the 
along the permeum, between the nates, and in the bend of tb® 
knees and elbows Let us, therefore, not forget these pitfnllS/ 
for we may treat these infections as eczema for an indefimto 
penod and get no results, whereas a proper diagnosis plim tbn 
apphcation of Whitfield’s (of London) ointment wdl ensure a 
cure m these areas m a comparatively few days 
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■Within the last two years we ha-ve learned that this same 
plant, the Epidennophytou ingumale, may produce lesions on 
the pahns and soles, between the fingers and toes, and, to a 
lesser eitent, on the contiguous dorsal surfaces of the hands 
and feet. To simphfy the description of these relatively un- 
recognized infections let us divide them into the dry tuid the 
moist types. 

Dry Type — ^Between the toes, for instance, we may be con 
fronted with stratified scaling, which, at the bottom of the 
space, where heat and moisture are the greatest, may take on 
the consistency and color of lard This condition is apt to be 
most prevalent (for the reasons just given) between the fourth 
and fifth toes Questioning will nn'eal the fact that this des- 
quamative condihon has probably persisted for months and 
even for jears, and that m most cases, for obvious reasons, it is 
most conspicuous m the warmer months of the year, often m 
winter dymg down mto almost nothmg From these one or 
more foa we may note a dehcate redness and rou^mess and 
desquamation extendmg outward and backward, always with 
a faulj well-defined arcular border, on to the plantar surface 
of the foot or more rarely on to the dorsal face The exact 
prototype of this duiical picture may and does occur between 
the fingers (but alwaj-s, naturally, to a lesser extent) and on the 
pahns and backs of the hands, where the condition maj be more 
e.xtensivc and more intense than on the feet Itchmg is usually 
present and maj be violent 

ifoiil Tjpe — Here we are deahng more with the lateral 
aspects of the fingers, the middle of the palms and of the soles, 
and cspeoallj mth the arch of the foot The homv lajer m 
these parte (except that of the digital sites) is dcddcdlj thick, 
and wc note first a deep, sccmlnglj intraculaneous i-cslcle which 
sooner or later becomes semipurulcnt, reaches the surface, 
breaks, and often forms a mmute openmg surrounded bj a 
curious, collar like scale These primarj vesicles arc apt to 
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form in groups, and the resulting phase produces a strikin^y 
cribriform area with diminutive serpigmous outlines In eaiki 
years we have called this condition dysidrosis and dermatitb 
infectiosa eczematoides, and possibly dermatitis repens It e 
not my mtentaon to claim that these diseases do not east, bat 
it IS my present purpose to emphasize the fact that the Epi 
dermophyton mguinale can be demonstrated m numerous ex 
amples of these hitherto frequently improperly diagnosticated 
skm eruptions 

When once the correct diagnosis has been made it is a pleas- 
ure to both patient and physiaan to observe the rapid sub- 
jective and objective rehef from what has, up to this moment, 
proved an mtractable and perhaps even cnpplying condition 
This rapid change is produced by the muncbon of Whitfields 
omtment {mde sitpra), by the daily washmg of the affected parts, 
and by the sterilization of gloves and stockmgs 

From a therapeutic pomt of view of eczema I want to speat 
of two types — the infantile and the wmter varieties — of tbe 
disease 

Eczema generally attacks babies m one of two ways As a 
rule, the moist form predonunates and consists of rednesa, 
edema, exconations and crusts on the face and forehead, and, 
to a lesser extent, on the scalp, buttocks, bands, and flexures 
Relatively occasionally we meet the diy, shghtly infiltrated, 
somewhat scaly type of the disease In the latter case tbe 
eruption is hable to be on any portion of the body 

The mtroduction of crude coal-tar {vide Lichen Simplex) has, 
m my own expenence at least, revolutionized the treatment 
of mfantile eczema of the wet type Before its mtroductma 
one could count on two wmters and an mtervemng summer of 
treatment One was obhged to msist on the use of masks and 
the constant fastemng of the victim’s hands to the bed Tbe 
mother or attendant nurse required an extra parr of hands witb 
each change of the child’s dressmgs to prevent severe damage 
to the uncovered skm— more damage than could be repaired 
durmg the succeedmg mterval of treatment, and despite ail 
these cares and anxieties the child remamed m the greatest 
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discomfort and the disease fafled to disappear Now the pic- 
ture has changed The constant eshibibon of crude coal tar, 
employed m the proper manner, withm a few hours usually con- 
trols the itchmg, and withm a comparatively few days cures the 
in the majonty of cases There must, of necessity, be 
erceptions to this rule Then we insist on a microscopic exam- 
ination of the patient’s feces, which m these wet cases usually 
reveals the child’s mabihty to digest its fats We then naturally 
reduce the mgestion of fat or of starch, if that be the case, and 
proceed with the crude coal tar as before Even then a few 
recalatrant examples persist, and m such an event we mate 
cutaneous food tests, when finally we may discov er the noxious 
etiologic agent Unfortunately, the dry cases of mfantile 
eczema hold out no such rosy outlook Here crude coal tar is 
utterly unsmtable and no gemus has found its counterpart 
The treatment of winter eczema is not difficult when one 
bears m nund the fact that the redness and the delicate scaling 
and the itchmg are due to the dryness of the atmosphere, which 
begins m the latitude of Boston about September ISth, and con 
Unues well mto the sprmg Apart from the dryness of the at- 
mosphere we hve frequently m houses heated by hot au furnaces, 
n e take hot baths, we use drymg soaps, and many of us, both 
men and women, no longer wear long sleeved and long legged 
underclothes 

To counteract these ill-effects let us lay down certam defimte 
rules for every-day life, and let us warn our patients to begm 
to observe these instructions early m the autumn when dog 
days have left us and the cool, mvngoratmg northwest wmds 
begin to blow Have pans of water on every radiator and keep 
the furnace aater boxes full Cultivate as many growing plants 
m the livmg rooms ns possible A starch bath {vide Urticaria) 
should be taken every night, usmg n superfatted cold-cream soap 
Wear tight fitting sleeves to the shirts and long legs to the 
drawers Wear no silk or wool nc-xt to the skm, but, if wool 
Is necessary, let it be worn outside of cotton Before dressing 
m the morning, after undressmg at mght, and whenever the skin 
itches or tingles or bums apply warmed “pmk wash” (tide 
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Pitynasis Rosea) If there is an appreciable amount of mfiltra 
tion and scaling, a distinctly greasy, mild omtment is very great 
ful 

Bismuth aubmtrat 2 

01 ohvanim 8 

Lanolin 24 

Severely mtractable cases of vmter eczema, espeaally in oH 
people, are not always cured by these methods, but analgeac 
doses of n;-rays from an expert’s hands practically never fail to 
reheve and to cure this troublesome condition 

HERPES SIMPLEX 

Many a golden opportumty has been lost m confusmg “cold 
sores” and the initial stages of hard and soft chancres There 
IS only one maxim to follow When m doubt, take a smear and 
exarmne it under the dark-field lens or stam this smear and 
study It under the oil-immersion lens Ignorance or careless* 
ness m differentiatmg these frequently confronting clinical 
sumlanties are grave offenses agamst a patient's nghts 

One IS often consulted by mdividuals who suffer from recur 
rent attacks of herpes on the bps or the cheek or the genitals 
In such cases the long-continued mgestion of hexamethyknanuii 
has not infrequently eventually stopped this annoying condi 
tion — 5-gram tablets dissolved m a whole glass of hot water and 
taken after each meal for perhaps two months, and then less 
and less frequently for many weeks, have proved efficaaous m 
my hands m more than one instance 

herpes ZOSTER 

A word of caution here as to the diagnosis of this discus* 
Qmte often a neuralgic stage may precede by some days the 
actual cutaneous eruption Patients have been treated by pby 
sioans merely for them nerve disturbances, and no cutaneous 
exammation has been made One rather remarkable mstance 
recurs to my nund A lady consulted an aunst for pam about 
the right ear , m a few days she consulted an oculist for a similar 
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condlbon ot the right eye, then she ashed the assistance of a 
medical man because of a right-sided headache, then she went 
to a surgeon because of pam m the nght side of her neck. The 
surgeon asked my opimon, and inspection revealed a few groups 
of rather abortiw vesicles scattered through the thick hair on 
the nght side of the head This, of course, is an extreme case, 
but not at all rarely does one find an obscure, antecedent neu- 
ralgia, the nature of which is eventually divulged by the subse 
quent characteristic eruption of grouped vesicles 

Don’t let us forget that freeang the seat of the affected nerves 
twice dally with ethyl chlorid will cause rapid rehef from the 
painful accompanying neuralgia, and will, m all probabihty, 
ward off the frequent and long-contmued neuralgic after pains 
which are espeoally sei'ere m elderly people 

POMPHOLDt (DTSIDROSIS) 

Whenever confronted with these dosely alhed conditions be 
sure to rule out the possibihty of an Epidermophyton mgumale 
infection. Plant some of the fluid on Sabouraud’s medium. 


Peptone 
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or eiamme the fluid under a high-power lens, eiduding much of 
the light. Let me warn you, however, that the presence of this 
hyphomycete is never easy to demonstrate 

IMPBTIQO CONTAGIOSA 

The general practitioner recogtuxes this disease in most 
instances, but there are two varieties of the infection which are 
very apt to lead one astray Occasionally m the newborn we 
meet with an abundant bullous eruption about the nates, and 
less often around the genitalia In my expcnence this con 
dition is practically always called syphilis, sometimes pemphigus, 
almost ne\-er unpchgo contagiosa Nci’erthcless it usually is 
impetigo contagiosa and stnet asepsis plus an omtment of 
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■wiU usually cure these really sick babies The second confuang 
type of the disease, and one which seems rarely to be diag 
nosticated properly, is the orcmate form where one notes laigt 
round circles of crusting moisture, sometimes m concentnc forms. 
This IS a rare vanety, but it yields equally well to antisepsis and 
the apphcation of a suitable omtment 

As to the treatment of the disease m general, my cnticisin 
would be that the presence of pedicuh capitis has not been duly 
considered, that sufficient stress has not been laid on antisepsis 
(the key to the whole success of its management) , that the barber 
has been allowed to continue his various ministrations without 
proper mstructions, and that too strong apphcations have been 
employed Gentle shampoos with powdered soap, drying witi 
fresh, sterilized gauze, freshly boiled pillow-cases and sheets and 
handkerchiefs every day, repeated washmgs of the bands, the 
use of fresh gauze instead of shavmg brushes, and of powdered 
soap and of boiled razor-blades in shavmg, and the constant use 
of one of the foUowmg omtments will mvanably prove successful 


■withm a 

week or ten days 



Add saLcyl 

2 


Sulph pneap 

2 

or 

Adips benroat. 

30 


Hydrarg chlond ammon^at 

013 


Add Balicyl 

2 


Adipis benroat. 

30 


DERMATITIS VENENATA 

This important disease seems to provoke the greatest nuffl 
her of pitfalls for the unwary practitioner both m diagnosis and 
m treatment To be a master of this common, trying, and 
not infrequently cnpphng condition one should have the detective 
powers of a Sherlock Holmes and the most mtimate knowledg® 
of the world’s imtants, whether of the animal, vegetable, ot 
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mineral kmgdoms, whether used or encountered m work or at 
play or in mere existence 

It would be impossible here even to enumerate the world’s 
noxious substances or the vanous trades, occupations, pastimes, 
and practices which expose one to them, suffice it to say that 
they are endless, but that, fortimately, most oi us are unmime 
to their influence Nevertheless, the victims are many, and it 
should at least be our duty to recogmze them at the very first 
opportumty and to treat them properly I regret to say that 
we who practice medicme are not all experts in this special 
branch of medical knowledge — far from it m fact In the first 
place, don’t call this disease erysipelas, and second, try to master 
the special features which separate this afiection from edema 
The differences are very subtle at times and perhaps impossible 
wholly to put on paper However, when you observe a rather 
indefinite, possibly blotchy redness, and particularly even a 
tendency toward vesiculation, espeaally when these lesions are 
accompamed by itching and occur on exposed places, always 
suspect some external imtant, and begin at once to ply your 
patient m the most inquisitive m ann er concerning his occupa- 
tion, his habits, his customs, and his pleasures. Bear in mmd 
espeaally the posslblhty of poisonmg by furs, hmr dyes, poison 
ivy, and the poisonous primrose. 

In regard to furs, remember that it is toward spring when 
the neck perspires that the dye is most apt to be dissolved 
Therefore don’t be led astray by the remark that "it can’t be 
tins (coat or this boa), because I have worn it all wmter ’’ Be 
on the lookout for lusterless hair and don’t be afraid to ask ques- 
tions, although one must use tact m dealmg with this type of 
patient, for people who dye their hair are apt to be “touchy ’’ 
Remember that the smoke from bonfires containing the wood of 
poison hy is particularly potent, so don’t exclude this tj-pe of 
poisoning even in wmter Finally, don’t forget the existence of 
the poisonous primrose, usually the Pnmula obcomca, for m 
wmter this plant plaj's a large rftle in the production of derma- 
titis \-cnenato I shall alwaj's remember one consultation I 
was called to a neighboring town to treat a case of “recurrent 
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erysipelas On entering the patient's room I found her sittuig 
beside a table covered with these insidious plants The V 
current erysipelas” was easily cured It used to be an easy 
matter to identify this plant, for m its ongmal guise it consisted 
of a relatively large olive green leaf the shape of the ace d 
spades, and covered on its under side with many whibsh hany 
spmes, of a long stem covered with spmes similar to those on 
the leaf, and of a cluster of ten or twelve small, dehcate, pah 
lavender flowers Nowadays this descnption holds true only 
of the hairy spmes, for through the mampulations of the flonsts 
the leaf is of a hghter color, the stems are not so long, and tltf 
flowers are considerably larger, and may be pmk or red 

Let us consider dermatitis venenata from the pomt of 
of location If the ears and forehead and scalp are affect , 
think of hair dyes or the possible apphcation of kerosene 
the neck and upper chest are mvolved, ask about furs, 
remember that the suspiaous ones are usually those which n 
luster and are dead brownish or dead blackish m color If 
trouble hes m the axillae and their neighborhood, mquire into 
the question of depdatones and preparations agamst perspirs 
tion If the pubes and the perns are inflamed, look for pedi 
pubis, and query the pabent about the use of kerosene and & 
peaally ‘Tilue butter ” If the penis and scrotum are red M 
edematous, suspect poison ivy When the disease afiects f 
face and hands no immediate inference can be drawn, becau^ 
these necessarily exposed surfaces may come m contact 
almost any conceivable imtant, according to the special or 
cumstance 

The treatment of dermatitis venenata should be a 
sunple question, and if the cause can be determmed the 
should be possible ■withm a week or two, granted, naturally, 
the proper measures are advised by the physiaan and stnctiy 
followed by the patient Past expenence, however, has demoo 
strated very clearly that treatment m very many cases has no 
been so successful as it should be 

The importance of this subject and the possibihty of ^ 
and prompt success warrant a thorough exposition of at 
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one efficaaous method of treatment Tt is assumed, of course, 
that the cause of the dermatitis has been thoroughly mveati 
gated and determined if possible The patient is first advised 
to take a bath, which should mclude the scalp, face and hands, 
and whole bod> , using plenty of soap and rubbing down after- 
ward with alcohol This precaution will probably do no harm, 
and may prove verj successful m aborting subsequent develop- 
ment of the disease m other parts of the body The patient is 
then advised to stop work and to stay at home in loose gar 
ments, to live on the lightest and moat digesbble diet, to take a 
diuretic, 

9 PotafL aceUt 32 

Aqojt. 250 

SJg — A Ubkspoouful In a whote giate of wattr t k d p c. 

to keep the bowels freely opea, to sop on “white wash” (n<fe 
Erythema MuJbfonne) every hour (avoid all bandages) until 
the skm looks and feels like a whitewashed fence, and to drop 
into the eyes, if the hds are dosed, a 10 per cent, solution ot 
argyrol 

This stage of the treatment should not require more than 
a week, possibly not more than two or three days When the 
skm IS stiff and hard and even cracked and is oozing serum, then 
begin the second stage of the treatment — the process of repair 
Apply “pink wash” (vide W'lnter Eczema) twice a day, and as 
soon os It has dried smear on Lassaids paste (vide Erythema 
Multiforme) This should be covered with one layer of thin old 
cotton or linen doth fastened by safety pins This second phase 
of the treatment usually tequues only a week or somewhat more 
Contrast this rather seemingly rosy prognosis with the possl 
bHities of maltreatment. From a rather long consultant eiperi 
ence, in which more than a few instances of unsuccessful treat 
ment of dermatitis venenata have been encountered, two espe- 
cially striking cases recur to my mind A man said that be had 
been poisoned by ivy two weeks previously, and presented what 
looked like an citraordinorily large arm The attendmg phy- 
sician had made some greasy apphcations and then had apphed 
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yards and yards of bandage and enclosed the whole with wlai 
silk On takmg down this elaborate dressing the stench ms 
almost intolerable, and the whole arm was in a state oi inta-t 
edema, lymphangitis, and superfiaal gangrene The seconds 
ample refers to a gentleman whose skin was poisoned and sub- 
sequently, unfortunately, maltreated, so that eczema supenened, 
and the hapless victim was unable to attend his daughter’s 
weddmg more than a year later 

Before your patient leaves you warn him that for a 
weeks the skm will be very susceptible to infection, and to 
cold, heat, and fnction, for there can be but httle or no homy 
layer on the affected parts Also bear in mind that for a sh^ 
penod or for years the individual’s skm has become senatum 
to the ongmal untant and to its congeners Let me illustrate 
this pomt as evmced m a recent case of bromm-poisowng 
lady presented a small but foul ulcer near the ankle Ordm^ 
antiseptic washes and omtments, even with rest m bed and 
vation of the foot of the bed, made no impression on the sluggraU" 
ness of the ulcer An oily preparation of Dakin’s solution was 
then apphed, and almost immediately the size of the ulcer beg^ 
to mcrease and the pam to mtensify In a casual remark 
patient stated that she was takmg sodium bromid from ano 
physiaanl Here then was the effect of one irntatmg drug) 
chlonn, on its ongmal congener, bromm Both drugs were 
stopped, and the sloughmg character and the rapid extension 
the process ceased at once, and the wound progressed wi 
gratrfymg celenty to a perfect healmg 

DERMATIHS MEDICAMENTOSA 
This subject is too large to describe m detail here, but never 
^ theless it is mcluded m this survey of common errors because 
the general practitioner seems at tunes to fail to bear its 
sibihties-m mmd, and to ignore the fact that mother’s mns 
may convey to the nurshng the exatmg drugs that she may 
be takmg at the tune After hstemng to the above anecdote 
one might very properly accuse me of just this fault The omy 
excuse would be to say that the patient presented none of ^ 
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clmractensbcs of chronic bromm poisoning, J e , no mental 
torpor, no dull faaes, no acnedonn lesions of the face and 
shoulders, and no tendencj in the nicer toward papillomatosis 
There seems to be only one sure road toward the mastery of this 
complicated and important chapter in dermatology First, one 
must learn by rote the possible changes m the skin mduced by 
the known mischief making drugs, and second, one must recog- 
nlie the fact that the objective lesions presented may not con- 
form to those of other well recognized diseases Then one must 
hegm to ask questions , but here agam, as m dermatitis venenata, 
one must not be contented with “No” for an answer Per- 
sistency must be our watchword Some patients do not thmk, 
some don’t want to, and others will deliberately he 

DERMATITIS PACTTrlA 

Text books are perhaps more apt to speak of this condition 
as mahngenng or again as hysteric gangrene, but the above title 
seems, on the whole, the best one I shall try to make myself 
very emphatic and very eiphat on this subject, for the errors 
I have seen committed m this disease, even b) some of the best 
surgeons, can only be described as butchery, and, curiously 
enough, uhen the error has been pomted out to them they fre- 
quently refuse to beheve one word they are told The Skm 
Bepartment of the Massachusetts General Hospital has a 
striking senes of photographs illustratmg what these patients 
have begun, and. In some cases, what too credulous surgeons have 
finished 

The only way to recognize this condition is first, to appre- 
ciate that It exists, second, to be struck by the fact that its 
main features cannot be cxplamed b> ordmarj disease, third, 
not to be led astray b} sentiment or by specious arguments 
Never mmd if a schoolteacher tells you with tears in her eyes 
that she is poor and must return to work as soon as possible, 
never mmd if a good looUng >oung gul has great ulcers on her 
breasts, ncsxr mmd if a jxiung girl has allowed one jomt after 
another of a finger to be cut off, never mind if a woman has 
allowed tissue to be excised from her chest and abdomen to such 
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an extent that the resulting scars suggest nothing short of an 
Armenian massacre Despite all these seemingly convincmg 
arguments agamst what rmght be called common sense, don’t 
waver when once you have made up your mmd that dermatitis 
artefacta is present Don’t let even your elders persuade you 
from a proper diagnosis Above all, pay no attention whatei'S 
to what the patient may tell you These victuns are practically 
always hysteric and may commit these self-mutilations m a 
subconsaous state These sentences may seem dictatonai, 
unsympathetic, arrogant, call them what you wiU I can merely 
repeat that the Skm Department of the Massachusetts General 
Hospital has had a large experience m this condition and Lnoirs 
whereof it speaks 


DERMATITIS ACnHICA 

As time goes on we recognize more and more fully the capa . 
bihty of good and of evil exercised by the Roentgen rays If 
has been my pnvilege often to prescnbe successfully the ^-rsys 
m the treatment of several obstmate dermatoses, but it has also 
been my lot to see the cruel results of too long and too frequent 
exposures to these same rays Nowadays carelessness m screen 
mg and a too rapid repetition of the exposures usually produce 
the evil consequences Qmte a senes of patients have con 
suited me for alopeaa foUowmg the apphcation of the rays to 
determme the presence or, the absence of dental cavities 
too great a number of luckless mdividuals have come to me 1®*^ 
the treatment of a>ray bums of all degrees Let me advise yo®) 
therefore, to test the susceptibihty of each mdrvidual before 
undertaking any prolonged or repeated exposures, let me 
you to screen properly the actual focus and all surroundmg tiss®® 
before turning on the current, let me, finally, ask you before 
making the exposure to remove with some solvent all grease 
from the skm, and not to use on the eiqiosed surface any grease 
whatsoever for a penod of ten days at least after the exposure 
Grease beforehand materially alters the penetrabihty and tb® 
mtensity of the rays, grease afterward, m case of hypersuscepb' 
bihty or overexposure, maternally “makes a bad job worse ” 
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If a patient consults you for an * ray bum, remove all grease 
at once, forbid its future use, and prescribe “white wash” (nde 
Erythema Mulbforme), to be sopped on every hour, or when 
ever the pam demands it, and never bandage Within a few 
days It wffl be evident whether or no you have a superficial and 
an amenable case to deal with. If the pam and redness and 
edema don’t subside, if an ulcer is present or soon develops, 
don’t waste another moment on external medication There is 
only one proper and successful method of rehef from the ex- 
hausting pam and the mtractabihty of the lesion, and that hes 
in surgery — a wide and deep evasion of the whole afiected area 
and a subsequent skm graft Long eipetience has firmly con- 
vmced me of the truth of this statement 

Ltjpns VDLGAEIB 

Lupus vulgaris is not a common disease m New England, 
and yet it leads to no end of mischief in the hands of the medical 
unwary In the Middle West and in California this disease is 
frequently confounded with blastomycosis and with oidiomy- 
cosis Climcally, we must bear m mmd that the akin m blasto- 
mycosis IS usually riddled with pus canals from which the yellow 
fluid can be easily expressed, and that its periphery 13 almost 
always of a marked purple hue. The similarity between lupus 
vulgaris, on the one hand, and blastomycosis and oidiomycosis, on 
the other, however, may be so great that a resort to the rmcro- 
scopic examination of the pus and of the stamed sections and even 
to cultural methods may be obhgatory before a positive fllngnncla 
can be made and accepted 

To the Neiv Englander this diflerentiation is not the usual 
pitfall The eastern medical man must be forever on his guard 
that he docs not confuse lupus amlgans mth syphilis, and vice 
versa It is no exaggeraUon for me to state that this unhappy 
mistake is not at all a rare occurrence, and this is eqiecially true 
m the case of the nose, m truth, it seems at tunes as thou^ 
certam practitioners could not be aware that there is such a 
condihon as late s>-philis of the nose Sj-philis of the nose is 
apt to be found after the age of thirt> , as a rule lupus occurs m 

f 
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childhood and m early adult hfe, syphilis presents a turgid red 
blue color, lupus is apt to be a brownish red, syphilis is prone to 
appear as a rather homogeneous swelhng, lupus usually presents 
one or more so-called lupus nodules, syphilis is less crusted tkn 
lupus, syphilis IS more frequently accompanied by the odor of 
necrosis than lupus, there is more vanation m the intensity of 
the syphihtic process, lupus is apt to run an unchanged course. 
I enter espeaally mto these details because I have witnessed sad 
mutilations of this most conspicuous feature when a better 
knowledge of skin diseases, or a httle more study of the indi 
vidual case, would have enabled the practitioner to have admin 
istered salvarsan or lodid of potash and saved the mtegnty o 
the face There are, of course, confusmg examples of the tiro 
diseases m other parts of the body, but these mistakes are less 
disfigurmg, although the consequences may be equally disastrous 
m the long run Be on your guard, therefore, and rememl^ 
the fact that these two diseases may often bear so close a sii^ 
tude that serologic and therapeutic tests must be mvoLed be ore 
a final and definite conclusion can be drawn 

ERYTHEMA INDHRATtIM 

This IS a disease which is not as well understood as it should 
be, and when the physician is confronted with the one or 
deep, subcutaneous nodules he is apt to consider the dise^ 
syphihs and to a dminis ter lodid of potash, a drug which usu f 
causes a marked exacerbation of the hitherto sluggish condition 
Wben called upon to diagnosticate this subvanety of tubercu 
losis remember that the gummata of syphilis when on the ep 
are apt to be smgle, to occur over some part of the front o 
tibia, to arise with some rapidity, to appear m middle hfe or 
later, and to be asymmetric Erythema mduratum, por contra^ 
usually presents several or more slowly evolvmg tumors, 
first deep m the panmculus adiposus, and gradually extending 
the surface, the nodules are on the back and sides of the legs 
both legs are apt to be symmetncally mvolved, the patient is 
almost always a young woman and one m whom tuberculosis 
be will not be amiss to detail m this connectiou 
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a form of treatment which is but little known and has, as yet, 
found no place m the text-books We owe this successful method 
of treatment of this hitherto mtractable malady to Dr F S 
Bums, of the Skm Department of the Massachusetts General 
Hospital The procedure is simple and consists merely m the 
thorough cuietage of each lesion down to the fascia, allowing the 
wound to granulate up from the bottom, with subsequent skm- 
graftmg, if necessary The operator will be struck by the depth 
and the extent of each nodule and by the unexpectedly short 
penod of convalescence, granted that an abundance of fresh air 
and easily digested and nounshmg food are obtamable 

ftvp mr.TR 

Medical hterature and personal experience are so full of errors 
m the diagnosis of syphil is that it seems hardly necessary to enter 
mto details here Suffice it to say that we must always be on 
our guard lest we confuse pmnaiy lesions with herpes progeni 
tabs, “soft sores,” caronoma, felons, bolls, and gummata. One 
IS particularly liable to error m eitragemtal chancres, especially 
when near the finger nails or on the tongue or the tonsil In 
the early secondary stage of the mfectrem we must not confuse 
the roseola with dmg eruptions or the exanthemata or pity- 
riasis rosea, nor the papular type with lichen planus, foDicular 
eczema or dermatitis medicamentosa, we must not mistake 
hemorrhoids for condylomata, we must not call the patchy 
loss of h air alopeaa areata, we must not fail to note the sig- 
nificance of mucous plaques. In the later seconday stages we 
must be very careful to differentiate multiple nngworm, psoriasis, 
and lupus vulgans from the serpi^ous types of the disease 
In the so-called tertiary stage we must watch out that we do not 
mistake gummata for caremoma, erythema mdniatum, or per 
haps mycosis fungoides In other words, throughout our whole 
career we must remember that s>phihs is the great “imitator," 
and that if we cannot all ha\u a special knowledge of akin dis- 
eases, we can at least own and become profiaent in the use of 
the dark fidd lens and m the taking of blood for the Wassermann 
test. These two procedures alone, 
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would eluninate the great majonty of physiaans’ many errors m 
this truly large and important field of medicine 

TINEA TRICOPHYTTNA 

From a differential diagnostic point of view I have already 
spoken of rmgwonn under several previous headmgs, but that 
IS one type of the disease which is but httle known and winch 
I have not mentioned, and that is the multiple purulent mice 
tion of the hairy regions This infection is due to the variety 
of the nngworm plant known as the Megalogioron ectothni— 
a variety derived from horses and from cattle When tin 
giecnfic infection occnirs m the scalp it is called kenon Cela, and 
consists of a defimtely round, sharply raised plateau, the surface 
of whicdi IS red and raw and riddled with holes (the hair-foIIicIes) 
from which pus runs, or else is confined withm a pustule Tbs 
phenomenon is known and recognized by a certain proporfaco 
of general practitioners, but its analogue in the beard seems to 
be but bttle known to any save the espert In the beard tie 
infection is not confined withm any defimte limi ts The process 
is of very rapid evolution, and m the space of a few days the 
patient notes one foUicle after another mvolved m intense 
swelhng and inflammation and hterally streaming with pos- 
Don t mistake this for an ordmary sycosis, it is not Fortunatetyt 
a cure is not at all difBcult, principally because the hair, tie 
food of the plant, is detached from its papiUa and is floated off 
m the stream of pus Hot water fomentations three tunes s 
day and the munebon of the foUowmg ointment will bring about 
a cure within a few weeks 


N Beta naphthol 2 

Acad carbol 4 

Sulph Bor 4 

Adipis benioat 30 


Don't bandage 

From a therapeubc pomt it will not be amiss to emphasu* 
here the great value of the x-rays as an epilating agent m tie 
treatment' bf ‘the ordmary rmgwonn infecbon of the scalp 
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When we remember that cure of this trouble by our older meth 
ods necessitated exclusion from school for a period of sir months 
and that it entailed the constant use of omtments we can well 
appreciate the boon conferred on school children and their 
parents bj Sabouraud’s mtroduction of the x ray method No 
tyro should undertate this work The dangers of an * ray bum 
or permanent baldness demand absolutely the expert’s care m 
these cases Few of us are experts m radiology, but that should 
not deter a single one of us from sendmg ex'ery case of ringworm 
to the expert, no matter how far away he may hve, granted that 
such a procedure is feasible One exposure suffices, provided 
that the infected area is not too large Withm three to six weeks 
new hair, free from the prenous organism, begins to grow, and 
the child can then go to school Remember the mjunction about 
the use of any grease whatsoever withm a penod of ten days 
after an x raj axposure After this danger period apply twice 
daily to the affected surface the omtment recommended for the 
Ifegalosporon ectothrix (q v) These mrmcUons will keep 
down any possible superfiaal reinfection and will stimulate the 
growth of the new hairs 

KERATOSIS SENILIS 

We are all famihar with the rough pigmentary patches on 
the face and on the backs of the hands of mdivnduals We must 
not confuse this disease with vitfligo, with chloasma, or with 
xanthoma — keratosis senilis is necompamed by hyperkeratosis 
Nor must we exclude this diagnosis because the affected individual 
IS still j oung or because he has not led an out-of-door life The 
disease may exist m early adult life and ex cn m “shut-I-r ” 
Let me ask you here not to waste time on 1 
not penetrate deeply enough to effect a a 
more rapid curet plus subsequent cautenzat 
when properly used produce a permanci 
choice of procedure, remember that radiun 
will produce the better cosmetic result* 
and cheaper Explam the alteniatn>r ^ 
tient s decision before dismi-tsing ' w ; 
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the etiologic effect of strong light on the development of future 
lesions, and tell him that before any prolonged necessary exposure 
to hght m the future it would be well to cover the face aud 
hands wnth “pink -nash” {vide Pitynasis Rosea) m vinteraud 
“white wash” (wdc Erythema Multiforme) in summer 


WARTS 

Verruca Vulgaris — It has been my lot to see a good miuj’ 
young people, espeaally girls, affected with Marts— ordinary 
“seed warts ” These patients ask what is the best form of 
treatment by which they may be nd of their disfiguring "hkm 
ishes ” They veiy^ often say that they don’t want any mote 
warts burned out because the resultmg scar is so ugly Tksb 
the point I ivish to emphasise Don’t bum warts with aadsot 
the thermocautery^ for the scars are ugly In my opinion it is 
better to do nothing than to leave permanent disfiguron®^ 
which, after all, is not usually necessary, because warts on to 
hands wdl almost mentably eventually disappear of themseb'®- 
Assummg that verruca vulgans is produced by an annnd 
parasite, an antibody is produced sooner or later which rend® 
its life tenure impossible Such a biologic phenomenon mU 
properly explain the thousand and one “cures” for warts 
ever, the average patient does not care to be told by a phj'Siaan 
to leave thmgs alone He consults a doctor because he wants 
positive help and action What advice can one give, then 
I beheve we have a solution of this old question m the mg 
frequency machine, and, in my opmion, fulguration (as to 
method is called) m the expert’s hands will practically alway^ 
cure the disease withm a reasonable time Cunously enough, 
as you probably know, the operator does not have to electrocute 
every lesion, for after a certam number have been treated to 
remainder often suddenly disappear en masse Here again anh 
bodies are presumably at w'ork 

This method of fulguration is espeaally useful m warts 0 
the sole of the foot — thitherto a reaUy senous therapeutic proh" 
lem Don’t excise warts m this part of the body Stenh© 
tion of the field of operation is pecuharly difficult, the procedure 



DERMATOLOGIC DIAGNOSIS AND TREATMENT I329 

IS always temporarily cnppling, and very often the wart 
returns 

Vemico Plana Jttvmtlts —This is a vanety of wart which 
IS not well understood It easts on the face and on the backs 
of the hands — eiqxised places — m the form of one or many, 
yeDow bufi, or occaslonily pmh, flat topped, squarish or ob- 
long, smooth-surfaced, scaleless papules, which often occur in 
linear groups These marked objective dlvergenaes from other 
v'anetiea of warts cause one to wonder why these tumors should 
be grouped under the general headmg of verruca until we find 
that etymologically the word means an emmence In the re- 
finements of mtncate diagnosis we must not confuse verruca 
plana juvenilis with some of the multiple benign cystic epithe- 
homata — syrmgoma or syringocystadenoma, for instance, other- 
wise bearmg m my mmd the position, the number, the color, 
the character of the top, the shape and the distribution of the 
lesions, the diagnosis is aimple. 

This not very common tumor has been mcluded in this 
lecture because when present in abundance it may rum tempo- 
tanly a sensitive person’s life, and because there is, m my opinion, 
a defimte cure for it — a cure which has not yet been accepted by 
the text books, but one m which we at the Massachusetts General 
Hospital have faith. This cure consists in the mtemal admiuistra 
tion of the following pill 

If. Hydrarg lodkL vlrid 
Ext. gentian^ 

Ft. pD No. Ix. 

Sig — Foranaduh one ptO t i d., p. c. 

The disappearance of the warts, foDowmg the mgestion of these 
piDs, maj take place withm two weeks, but more often the 
tumors arc more obstinate, and in certam instances several 
months maj be required to effect a cure Don’t lose heart under 
these arcumstnnees Be persistent, and in the end you and your 
faithful patient will be rewarded During these weeks or 
months ol mercurial ingestion never forget the stnetest oral 
antisepsis 

\oi, j — 8x 


1 

q M 
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Verruca SeutUs — ^This is, of course, a well-known irnty 
of wart, but one which may require surgical interference Tefl 
your patients to watch these tumors, and if they grow imdnly 
large or take on unaccustomed hyperkeratosis or bleed, advise 
radium, careful excision, or curetage and cauterization 


PRURITUS 

Pruntus semhs is one of the banes of old age, but the well- 
informed physician can assure his patient a perfect cure In- 
numerable applications have been recommended and usuall) in 
vam, for none are successful beyond a certam point The 
nc-rays, however, when admmistered by an expert m so-called 
analgesic doses, are mvanably successful, and consbtute, so far 
as I know, the only method of cure Certam details of hvmg 
will aid m this cure, and have been described m this lecture m 
cormection with the paragraphs on wmter eczema (? n) 
assumed, naturally, that a previous careful exammahon of * 
cardiorenal functions of the patient has been made 

Pruntus vuhae and pruntus am are likewise two gre* 
dermatologic problems The solution of these vexmg questions 
was never wholly solved m my opmion until the discovery 
the therapeutic uses of crude coal-tar Volumes have be® 
wntten on the subject of the treatment of pruntus am Paeoi 
drugs, mtemal and external, have been tned and found wantmg 
Vanous operations have been descnbed and performed, meoy 
times unavaihngly^ Elaborate physical exammations, never 
be deprecated, of course, have been instituted, but usually^ ^ 
out results The cure, however, as hmted at above, is rea^^ 
very simple, and what I am about to descnbe is based on p® 
sonal expenence, even of desperate cases which have persis 
over many years, and have defied the care of the most sUlw* 
physiaans, surgeons, and proctologists 

In the case of pruntus am it is assumed that personal hygi®® 
to the uttermost will be explamed and enforced To be expbot 
personal hygiene mcludes the maximum amount of fresh air an 
sleep, the proper proportion of work and play, the devotion oi a 
certam amount of tune to daily out-of-door exercise, according 
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to the age and ability of the individual , a daily bath of a tempera- 
ture beat smted to personal temperament, the mgcsbon of 
simply cooked, easily digested, well balanced food, slowly eaten 
and followed by a half hour of mental and phj'sical relambon, 
the avoidance of all stunulants, solid as well as hquid, and 
finally, the dally easy movement of the bowels Such a regimen 
is a sine qua non to the best and quickest results 

The hygiene of the anus is of paramount importance Ei- 
penence has shown that pruritus am is almost mvanably accom 
panied by redundancy of the anal folds, and the depths and re- 
cesses of these folds serve as hotbeds of bacterial life, and con 
sequently must play a decided rdle m the production and con 
tlnuatiou of eczema and itching about the anus Therefore we 
must counteract these mischievous anatomic defects as much as 
possible Don’t hesitate m this tormenting condibon to go 
with your patient mto the mmutest detail of treatment “The 
art of taking pains” should ever be a maam with the derma- 
tologist After defecation the patient should remove the ex- 
ternal fecal reniamder with wet, thm toilet paper He should 
then get mto a squattmg position on the floor irfth a good hght 
and a mirror before hun and should diy the anal region most 
carefully and thoroughly with absorbent cotton Remember 
that heat, darkness, and moisture favor bacterial growth. Still 
remauung in this squattmg position, with the mirror on the 
floor before hun, the patient should apply to the mterstlces of 
the anal folds, by means of a fine cotton swab, a minimum amount 
of a 5 per cent crude coal tar omtment The patient should not 
adopt a careless, forward and backward movement of the ap- 
pheator, but should begm always at the lumen and pamt out- 
ward to the penpherj of the local pigmented area. The paint 
mg of the spokes of a wheel would be a somewhat snuilar pro- 
ceeding, onl} In this instance we are painting m between the 
spokes This maneuver should be performed mommg and night, 
and before each fresh apphcation the old omtment should be 
carcfullj rcmo\ cd with the oil of sw ect almonds Remember, as 
m all cases where crude coal tar is to be used, to clip the neigh 
boring hairs and keep them short. 



CHARIIS J WHITE 


1332 

Such IS a successful method of treatmg pruntus am, and, if 
pursued tn toto by you and your patients, I beheve ■will not often 
fad you 

This bnngs me to the end of what I want to say to yon 
today The omissions and commissions which I have endeavored 
to descnbe do not comprise smgle mstances — they have been 
numerous I have thought of them often and wondered how 
they could be avoided For this reason I have come before j’oa 
today, hopmg by honest, constructive cnticism to help you to 
avoid them m the future 
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THE RELATION OF DIET TO THE DEVELOPMENT OF 
CHILDREN, WITH SPECIAL REFERENCE TO THE 
lEETH* 

The diet of the growing chfld and the proper digestion of 
the food IS the most nnportant smgle factor m considering the 
physical welfare of children It is of importance also m dentis- 
try, m that upon the general well-being of the chBd depends the 
health of his teeth and their proper development This paper 
will deal more with the problems belongmg especially to pediat- 
rics, but problems which directly or mdirectly have a beanng 
on the health of the teeth In order to understand the rdle of 
diet m infancy and childhood a few general prmaples must be 
onthned 

The food is composed of fat, carbohydrate, protem, salts, 
and water The fats and carbohydrates supply fuel to the body 
with which to keep it warm, the protem builds up tissues, the 
salts build up the skeleton and teeth, while water carries away 
the waste products and dissolves the sohds 

The penod of infancy especially and early childhood is a 
penod of rapid growth There is a great mcrease of all the tis- 
sues during this tune to make this growth possible The 
quahty and quantity of the food plays an nnportant part m 
obtaining proper growth and, therefore, must be considered m 
detail This will be done later m this commumcation 

The protein needs are at least 2 grams of protem per kilo- 
gram of body weight. This amount of protein must be given 

‘ P*PCT Bibmltted to tit Acadtray of DtnUl Scfcott, Bofttm 
chuHtu. 
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m the diet so that there will be enough to form new tissues m 
muscles and organs The adult differs from the growing chilil 
m that the adult requires only enough protem to replace tint 
used up m the wear and tear of every-day life, while the cBd 
must have enough to replace wear and tear, and also a surplus 
to deposit m the body to supply the necessary materials for 
normal growth 

The metabolism of the salts is comparable to that of proton, 
m that m childhood enough salts must be present both to re- 
place those lost durmg wear and tear and also to build up ner 
tissue The present knowledge of the metabolism of salts is 
very limited, but a few facts are suffiaently well established to 
be outhned here 


The morgamc constitutents of the bones make up 40 pw 
cent of the dry residue and the orgamc constituents 60 per cent 
‘‘The morgamc constituents are chiefly calaum phosphate and 
carbonate, but there is also a httle magnesium and a trace of 
fluonds and chlond” (Matthews) 

The teeth are composed of cement, dentin, and enamel 
The cement has the same chermcal composition as bone Den 
tm, which makes up the greater part of the teeth, also has the 
same ciheimcal composition, although its structure is different. 
The enamel is the hardest structure m the body, and contains 
only 5 per cent of water In the human it is composed of 91 
per cent calaum phosphate Calaum phosphate, therefore, la 
the most important smgle element m both the bones and 
teeth, and it may be assumed also that anythmg that affected 
the one would also affect the other In studymg the diet and 
its relation to the teeth, the r61e of calaum phosphate m met 
abohsm must be understood It must be considered from the 
pomt of view of the metabohsm as a whole and of the met 


abohsm m diseases of the bony structure, such as rickets ' 

. ,The calaum requirements of the body can only be deter 
mmed by metabohsm experiments m which the calaum m the 
food, urme, and feces is determmed The figures available are 
not numerous, but m man 0 4 to 1 gram of calaum oad a day 
IS required m the food to mamtam an equihbnum, while a total 
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amount of 0 7 gram of caldum ond a day is supposed to be a 
piinmiiiTn An mfant should absorb at least 0 13 gram of cal- 
nnm ond m the day, accordmg to Orgler, othervnse it will 
develop rickets. The average amount taken by all infants is 
between 0 17 and 0 18 gram per day This amount, when 
compared to the adult requirements, is very high The body 
w eigh t of an adult is at least ten times as great as that of an 
mfant five months of age, whereas his calaum requirements are 
only four tunes as great If the mfant were as large as the 
adult and still growmg, it would require 2 or more grams of 
calaum per day to supply its needs The high calaum require- 
ment m infancy is, of course, due to the demands to make new 
bony structure Before birth and during the months after 
birth, while the infant is nursed at the breast, the demands of 
the child are satisfied by the mother Her calaum require 
ments are, consequently, increased, and unless evtra lime is 
given in the diet to make up for this, her teeth and skeleton 
may suffer This should be borne m mmd by the dentist under 
whose care a nursmg mother may come After weaning, the 
supply of calaum to the child is not automatically regulated, 
and depends upon the person who prescribes the formulas which 
the infant receives 

The period of infancy is that of greatest growth The body 
doubles Its birth weight m the first five months and triples it 
tn the first year During that period the source of the food 
IS pnnapally milk, while m childhood a great vanety of foods 
are given, and growth is not so rapid It is dunng infancy when 
the commonest disease of the bones — nckcts — is found The re 
suits of rickets are seen In childhood, but a child rarely develops 
rickets after the second year Since rickets is the disease most 
often associated with delayed dentition. It must be considered 
here Rickets is ebaractemed by basing a deficient supply of 
calaum in the skeleton This deficiency m calaum is explained 
by 

1 Toot hygiene and lath of eicrasc 

2 Abnormahty of the glandular sCCTction 

3 Calaum slan-ation, too hlUe in the food 
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4 Withdrawal of calaum from the body because of faulty 
digestion or metabohsm 

The effect of the organs of internal secretion, such as ky 
pophysis, thyroid, ovanes, and testes, on the metabolism of cal 
aum IS so httle understood that at present judgment must be 
withheld The burden of proof hes with those who believe tiit 
these organs as a whole or singly have any influence at all Ft* 
practical purposes at present, at least, it must be assumed that 
they have no effect on the calcium metabohsm 

Although poor hygiene and lack of exercise is usuaBy 
present m nckets, suffiaently accurate data has not beea 
gathered to prove that it is the cause The wnter belieits 
that it IS comadent, and that the cause should be son^tm 
the diet 

- Calaum starvation, or too httle calaum in the food, is 
qmte unusual m early childhood or infancy, when the d«t u 
composed m large part of milk But all children do not 
milk, and it is more than possible that the diet may 
httle milk and other foods containmg calaum that there is a 
ally calaum starvation When this is foimd to be the case, 
diet should be so regulated as to supply enough calcmni m 
food, although morgamc calaum m water and lime-water^^ 
be absorbed as well as orgamc calaum It is, however, m 
small amoimts that it is of no practical value According 
Sherman, “A quart of milL- contains rather more calaum ^ 
a quart of clear saturated hme-water, and by far the most pmc 
tical means of insunng an abundance of calaum m the dieta*! 
IS to use milk freely as a food ” 

Cadaum starvation, with the resultmg diminished 
m the bones, has been produced artifiaaUy m animnls 
has been accomplished by feedmg aniTnals food defiaent 
calaum, on an aad food, or a combmation of the two ^ 
feedmg animals for a penod on such a food, they have becom® 
clmically rachitic, with enlarged epiphyses The microsc^ 
appearance of their bones differs from that of true nckets 
bones have a very low calcium content, but have not lost m 
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lively as much magnesium as is lost in true nckets The fol- 
lowing example from Rolopf shows how the bones of a growing 
puppy on a calamn poor diet differs from one on a calaum nch 
diet 


Diet. 

DiT nbattoc*. 

Ash. 

oa 

Fhiatliuric uld 

Cft poor shoulder blade 

2,618 

1 178 

0 638 

0 4W 

Ca rich ihoulder blade 

9021 

5J40 

1861 

L2U 


Unfortunately, similar observations and analyses were not 
made of the teeth, so that it will have to be assumed that what 
apphes to the bony skeleton also applies to the teeth The 
calaum content of the different foods will be given later and the 
diet commented upon It will then be qmte clear that with 
certam combinations of food a diet defiaent m calaum is quite 
possible even m the diet of older children Durmg infancy this 
will not be possible when the food is made up of human or cow’s 
milL except under unusual conditions 

Some other agent must, therefore, be a causative iactor of 
nckets in infancy and later life If there is suffiaent calaum 
m the food, enough ought to reach the bones and teeth for norma! 
growth This does not always follow The metabolism of salts 
is very complicated, but there seems to be enough evidence to 
conclude that certam abnormahties of digestion may so affect 
the absorption of calaum that even with enough m the food, 
nckets develops This may happen when as a result of some 
abnonnahty of digestion or metabolism, more calaum is lost 
in the urme and feces than is taken m the food An excess of 
fat in the food, for instance, may draw more calaum out of the 
body t h an was mgested in the food (Orgler) Carbohydrate 
may affect the calaum retention beneficially when given in nor- 
mal amounts, and harmfully when given m enough excess to 
cause mdigestion 

The following table, taken from Sherman,' shows the cal 
aum content of the common articles of food 

'From Sherman f Chemutrj of Food and Nutrition page 290 
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APPROXIMATE AMOUNTS OF CaO IN FOOD MATERIALS 


Food 

CaO pet lOO 

CaO pet 

grasu cdlUc 
(abttaoce 

lOOsnmt 

pnrteuu 

Beef, all lean 

001 

0 04S 

Eggs 

009 

066 

Egg yolk 

02 

13 

Milk 

017 

51 

Wheat, entire gram 

0 06 

04 

Patent flour 

0 025 

0 26 

Low-grade flour 

0 04 

03 

Rice, polished 

0 01 

01 

Oatmeal 

0 013 

0 008 

Beans, dned 

0 22 

10 

Peas, dned 

014 

04 

Beets 

003 

19 

Carrots 

0 08 

76 

Parsnips 

0 09 

S3 

Potatoes 

0 02 

00 

Turnips , 

009 

69 

Apples 

0 014 

35 

Bananas 

001 

07 

Oranges 

0 06 

78 

Pineapples 

0 02 

52 

Prunes, dned 

0 06 

1 8 

Almonds 

0 30 

14 

Peanuts 

0 10 

04 

Walnuts 

0 11 

06 


CiOpa 

m 

Ohio. 


025 

n 

16 

72 

052 

OJ 

0.4 

008 

05 
19 
09 
19 
52 
41 
07 
64 

06 

05 
34 
14 

06 
14 
05 
05 


This table shows that beef, pobshed nee, and bananas ^ 
extraordinarily low m calaum, that the more highly reaa 
wheat IS, the less calaum does it contain Milk, oatmeal, an 
beans stand out as containing large amounts of calcimU) 
obviously should be given in large amounts when it is desira 
, to feed more calaum to the body 
? Phosphorus is necessary as well as calaum to form 
and teeth It is deposited m both structures in combmahon 
with calaum, but m considenng the diet it has not been 0^^ 
Bidered separately from calaum If it were necessary to con" 
sider phosphorus separately, the foUowmg from Sherman suin® 
up the essential pomts to remember "In general, the m 
practical and economic method of secunng an abundance 
phosphorus m siutable forms is by free use of milk, eggs, vegC' 
tables, and such cereal products and bread-stuffs as contain s 
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least a part of the outer layers as well as the inner portion of the 
grains ” 

The diet must be so balanced, however, that besides contain 
mg sufBaent calaum it must also have enough calones for 
growth and enough protem to supply the needs of the tissues 
It must be given m amounts that will not tax the digestion and 
be adapted to the needs of the mdividual child 

The diet of the infant that is so unfortunate as to be arti- 
ficially fed belongs m the specialty of pediatrics In early child- 
hood breakfast should be composed of fnnt, cereal, milk, eggs, 
or bacon Dinner of meat or broth, one starchy vegetable, 
such as potato or nee, and one green vegetable, such as string 
beans, spinach or peas, with a dessert containing milk. Ham 
cheese, containmg all the calaum of milk, should be used much 
more often than is the custom m this country Supper should 
be simple, and consist of cereal and milk, or bread and milk., 
with some cooked frmt as a damty 

Care of the bowels, mastication, and other good habits of 
eatmg will ensure a good digestion These, with a proper diet, 
should ensure normal secretions m the mouth It is advisable 
that a 1 ery young child should have a piece of dry toast or cracker 
to chew when the teeth have come through the gums, so that it 
will learn at an early date the habit of thoroughly masbcatuig 
its food Dry toast, baked m the oven, is espeaaDy good for 
this purpose, as it is hard and requires chewing and is also easily 
digested It is my habit to give an infant a piece of toast to 
chew whenever enough teeth have erupted to give two biting 
surfaces 

There are many infants who do not cut their first teeth until 
the latter end of the first year, despite the fact that their diet 
13 well regulated, and they have no evidence of rickets Inquiry 
will usually cliat the mformatlon m these cases that this is a 
family pccuhanty Coni'erscly, some infants are bom with 
teeth 

There arc no drugs known that will affect the growilj r/ 
teeth Rickets is said to be affected favorably by 1 

doses of phosphorus and cod IKcroillnlhcpropcirli-wi '“hff 



1340 


FRITZ B TALBOT 


The diet m later ciuldliood depends upon the digestive ci 
pacity of the child The most common errors of diet are to 
give too much sugar, sweets and candy, and too much fat Sugar 
with every article of food is not necessary because it is converted 
into sugar before absorption No child should receive mote 
than one teaspoonful of sugar a day Candy is bad for mo4 
teeth and should be stnctly limited The earhest symptom oi 
too much sugar m the food is loss of appetite, the complenoa 
becomes pale and muddy, the flesh flabby, and the abdomen 
often becomes distended . 

Fat, when given m excess, may cause mdigestion, vntli 
bulky, pale stools These stools are composed almost entirely 
of fat. It has been shown that fat the power of combining 
with the salts, mcludmg calcium, to make soaps Enough cal- 
cium may be thus drawn from the body to result in a “negativa 
balance," viz , more calcium is lost than is taken m the food 
Although the gross appearance of the stools usually tells vibeu 
there is an excessive amount of fat m the diet, it can sometimes 
Only be determined by examination under the microscope Cod* 
hver oil should not be given to such cases The milk must be 
s k i mm ed and the butter bmited 

It IS not necessary to emphasize the fact that no mattd 
how good the diet, the digestion will not be good without healthy 
teeth and proper mastication Improper diet, with unhealthy 
teeth, makes a vicious circle which will require time and carefd* 
treatment to cure There are no pnnaples of biologic chem 
istry which the writer is able to find which will explam the fonna 
^ tion of tartar deposits on the teeth, and one must fall bad- 
J the general prmciples of dietetics and hygiene both of the tee 
and the body to prevent its formation These prmaples are 
well known and are based on experience 
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AORTIC ANEURYSM 

An Example of Case Teaching at The Harvard Medical School, 
with Report of Autopsy 

In selecting cases for the course in case teaching for the 
third year students at the Harvard Medical School those cases 
are chosen, m so far as possible, in which autopsies have been 
performed, m order that the case may be completely presented 
The entire case, including history, physical exammation, and 
chmcal pathology, is presented m detail from the hospital record, 
and the vanous possible diagnoses recorded as they suggest 
themselves durmg the presentation of the case After all the 
evidence has been presented, a discussion of the findings is 
held m order to select from the vanous possfbihties the proper 
diagnosis This is then confirmed or not by readmg the pathol- 
ogist’s report. The case is then reviewed to emphasue the 
important pomts, or to endeavor to explain why any mistakes 
or omissions m diagnosis were made 

The case presented at this exercise is that of a man fifty yrears 
old, who, for the past fiv-e years, had been domg clencal work, 
although formerly he had been a grocer and bartender He 
entered the hospital complaining of cough and difficulty m 
breathing and swallowmg The family history showed that his 
father died of locomotor ataxia at the age of seventy-five His 
mother, brother, and two sisters are U\Tng and weU. He has 
lost no brothers or sisters There is a history of tubercnlosis in 
one paternal uncle and of carcinoma in a maternal uncle 
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He was mamed and lived with his wife for seventeen yean, 
but they have now separated because of alcoholism on the wife's 
part There have been no children or miscarriages resultmg 
from the mamage 

The past history shows that he had measles, chickenpoi, 
whoopmg-cough, typhoid fever, and scarlet fever m childhood 
At eighteen years he was operated upon for a paraphimosis At 
twenty years he had an attack of gonorrhea and has had three 
subsequent attacks, the last one when he was forty years old 
Since he was forty he has been bothered with hemorrhoids, 
which have at times bled considerably He has noticed a 
shght mcreasmg deafness for the past few years 

He has drunk a good deal of alcohol m the past, but usually 
penodically He would dnnk 2 or 3 pmts of whisky a day fo| 
a week and then would not dnnk any alcohol agam for sei 
weeks , 

The family and past history m this case should call 
attention to certain points Thus, the family history sugge»^ 
as possibihties syphilis, tuberculosis, and cancer, although o^ 
rather remotely The age of seventy-five is pretty well advan 
for death from locomotor ataxia, and so some doubt wonw 
naturally be raised as to whether the father really died fr®® 
that form of syphihtic infection From the past history, ^ 
should bear m mmd gaU-stones as resultmg from the typho 
fever, and possibly mjury to the vascular system, endocardiu®/ 
or kidneys as a result of the scarlet fever Agam, syp 
should be borne m mmd from the repeated attacks of gonorrhea, 
as we know that such an infection is often comadent with a 
urethntis, and often overlooked The possibihty of cirrhosis ® 
the hver should be suggested from the alcohohc history an 
hemorrhoids 

With these possibihties recorded, we turned to the presen 
illness of the case This started about two and a half 
before admission, with pain in the nght shoulder The pa® 
would come on while he was walkmg, and be reheved by 
down, or by supportmg his nght arm and shoulder Associat 
with the pam was some numbness m his left band, and shortness 
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of breath preceding the attack. For the past two and a half 
jears he has been short of breath upon exertion, and would 
have to sit up often at night to breathe Dunng the past year 
the pain has also been present at tones in his left arm, and also 
in his chest This pain was sharp in nature, and would come and 
go, sometimes lasting as long aa an hour Associated with the 
pam m the chest he would sometimes feel quite uneasy and be- 
come blue m color 

Durmg the past two and a half years he has had a very pro- 
nounced cough and has spit up a considerable amount of sputum 
At this tone he was suspected of having tuberculosis and recom 
mended for treatment at the state sanatonum. He never spit 
up any blood until tv 0 weeks ago, when he raised a few dots of 
blood, but does not feel sure that they were not vomited rather 
than expectorated About one year ago he began to notice 
that his xoice became hoarse on exertion or when out m the 
cold This has gradually become worse During the past six 
months he has felt faint often, and once actually famted on the 
street car For the past two months he has noticed di£5culty 
m swallowmg He finally gave up work one month before 
entrance to this hospital, and has been m bed roost of the tone 
with the disturbance to breathing and swallowing becoming 
progressively worse Durmg the past year he has lost about 
60 pounds, most of it latdy Rxcept for symptoms mentioned 
above he has no complaints, and his other functions are ap- 
parently normal 

The history of the present illness m this case directs our 
attention to the chest and mediastinum, and we find agus sug 
gestmg some tumor formation In the upper chest canty which 
obstructs breathing and swallowing and causes referred pain m 
the arms The tumor mass may bcabegmn tumor, an aneurysm, 
a malignant growth or enlarged glands associated with some dis- 
ease The possibUity of the heart or kidneys or blood pressure 
being at fault to account for the shortness of breath, and of 
'omc infiltratiic process In the lungs to account for the cough 
must be considered 

The physical examination showed a well-developed, but 
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poorly nourished man who was consaous and dear mentally 
He sat up m bed and, at tunes, exhibited some difficulty m 
breathing His skull, scalp, hair, face, ears, nose, and skm 
presented nothing abnormal His pupils were equal, regular in 
outhne, and reacted to both hght and accommodation Els 
eye-grounds were normal m appearance His breath was foul, 
his teeth showed cavities, and there was pyorrhea and rednes 
about the gums His tongue W'as shghtly coated and showed a 
shght tremor The tonsils and pharynx were normal His voice 
was husky, but the vocml cords could not be seen because the 
epiglottis obstructed the view and seemed to be paralyzed, as 
it did not move In the neck there were no abnormal pulsa 
tions nor any enlargement of the lymph-nodes or thyroid 
lymph-glands throughout the body were not enlarged 
thorax was asymmetnc, m that the left side was flatter than 
right On the left side expansion with inspirabon was absent 
No abnormal pulsations were seen 

The heart apex was palpable m the eighth left mtersp^ “ 
the postenor axillary hne 23 cm from the midstemum 
was dulness 2 cm to the right of the sternal edge m the 
and fourth spaces On account of surroundmg flatness m 
left chest the left heart border could not be percussed 
thnHs were felt on palpation The heart sounds were regulac, 
rapid, and of fair quality Except for a soft systolic 
heard only at the apex there were no murmurs The ao 
second sound was somewhat greater than the pulmonic secon 
sound 

The left radial pulse was entirely absent, nor could 
pulsation be made out m the left brachial artery The ngn 
radial pulse was regular and of fair quality The vessel w 
were shghtly palpable From the left arm superfiaal veins ran 
across the front of the chest on the left side toward the ensifor® 
region, where a large vem was seen runmng down the abdom®" 
wall until it disappeared at the umbflicus The blood m 
superfiaal veins ran from above downward 

The blood-pressure was 115 systohc and 75 diastobc 

On percussion over the lungs the entire left side of the ca 
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front and back was flat, except from the angle of the scapula to 
the base behmd, while on the rifeht side there was hyperreso- 
Tuinrp The lower border of the resonance m the right back de- 
scended well with inspiration On auscultation the nght lung 
presented normal breath sounds and no rhles The lower left 
chest, front, back, atid axUla, presented markedly diminished 
breath sounds without rflles The tactile fremitus was also 
diminished In front, from the left apex to the third mter- 
space, there was distin ct bronchial breathing without rflles and 
with bronchial voice sounds, and over a correspondmg area m 
the back there was distan t bronchoresicular breathmg without 
rftles Over the upper front the tactile fremitus m the left was 
moeased, while behmd it was much draumshed The abdomen 
was negative and the hver, spleen, and kidneys were not palpable 
The hands show some wastmg of the muscles and a shght 
tremor, the left arm was colder and shghUj more cyanotic than 
the nght, and the veins on this arm were more promment. 
Sensation to rough tests was apparently normal and the reflexes 
were present and equal on both sides 

On entrance the temperature was 99* F , the pulse 104, and 
the respiratian 25 The urme showed the shghtest possible 
trace o! albumm and a lew hyahne and granular casts Subse- 
quent examinations showed no albumm The blood examma 
tion showed 100 per cent hemoglohm, white count 19,400, 
with 90 per cent of polymorphonuclear neutrophils The stools 
showed no parasites, eggs, pus, or blood The blood Wasser- 
mann was double plus The electrocardiogram showed lelt 
^ entncular hypertrophy, but otherwise a normal complex The 
Roentgen report stated that there was a large uniformly dense 
shadow obscuring the entire lung field on the left and the out- 
hnes of the heart and aorta, except for a small bit of alr-filled 
lung in the lateral aspect of the chest just above the diaphragm 
There was no heart shadow to the nght of the sternum and the 
trachea was displaced ontenorlj The findmgs suggested to the 
roentgenologist the presence of a neoplasm m the mediastmum 
The mass which causes this shadow was rounded and smooth, 
but did not pulsate 
\OL. a — Sj 
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Of the possibihties suggested by the patient’s history, it t 
possible now to rule out as a result of the physical examinatna 
and laboratory studies certain of them Thus there is notlmg 
to point to cirrhosis of the hver, as the hver is not palpable and 
there is no evidence of obstruction to the portal orculatioa 
In fact, the enlarged vem m the abdormnal wall suggests tlul 
the blood can reach the heart more easily from below There 
IS no evidence of any mjury to the vascular system, endocar 
dium, or kidneys referable to the scarlet fever, as the vesseh 
are not palpably sclerosed, there are no important murmurs m 
the heart, the blood-pressure is not elevated, nor is there any 
evidence of nephntis Agamst tuberculosis is the fact that 
although the signs m the left chest are extensive, there are no 
rdles or evidence of pleural flmd It would seem almost certain 
that so extensive a tuberculosis would be accompamed by 
The location of the heart apex is doubtless due to the di^ ^ 
ment of the heart, as there is no mcreased blood-pressure o' 
valvular lesions to cause it to hypertrophy Also the s-ray 
not show the nght border to the nght of sternum as percus^® 
suggested, so it presumably is not tremendously enlarged 
larged glands due to blood disorders are ruled out by the 
exammation, and the limitation of the enlargement to this one 


area would be unusual m Hodgkm’s disease 

Of the provisional chagnoses made, there remamed, or 
fore, syphihs, which was confirmed by the Wassermanu t 
bemgn tumor, cyst, or malignant disease of the mediastmuni) 
and gall-stones, which, of course, may be present, but which ^ 
be ruled out as bemg a factor of importance m the case 
syphilis IS the cause of the signs and symptoms, it must be ^ 
of its end-results as an aneurysm, resultmg from mvasion 
destruction of the medial count of the aorta by the spiroche 
than a gumma, as the tumor mass is too large for that Aga ^ 
aneurysm is the absence of pulsation on palpation or a:'ray s n 
and the absence of tracheal tug and pupillary changes 
favor of aneurysm over bemgn or mahgnant tumor is the 
that it is more common than primary tumor m this regioui 
that a syphihtic infection is known to exist The elevated te® 
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perature and leukocytosis is more consistent vnth a tumor, 
especially a malignant one, than with an anemysm The dis- 
turbance to swallowing and breathing and the disturbance to 
the return of blood to the heart from above, as shown by the 
collateral circulation on the abdominal wall, simply mean 
pressure m the mediastiniim upon the bronchi, esophagus, and 
superior vena cava or some other large vem, and do not help in 
differentiatmg between aneurysm and tumor The emaaation 
does not help in the differential diagnosis, as it was obviously 
due to starvation dependent upon difficulty m swallowing The 
notes m the record by the various doctors who examined the 
patient showed that difference of opmion existed among them m 
regard to the nature of the tumor mass 

The subsequent course of the disease showed that the patient 
was running a temperature which ranged from normal to 102^° F 
and a pulse which ranged from 85 to 120 per nunute The res- 
pirabons varied between 20 and 30 per nunute The outstand- 
ing symptoms were pain m chest, dyspnea, and troublesome 
cough, from which only a thm watery sputum was raised. These 
symptoms reqinred opiates frequently, and the difficulty m 
breathmg became steadily more pronounced, imtil the patient 
pracbcally choked to death three weeks after admission. Dur- 
ing this period the leukocyte count contmued elevated, but no 
other signs suggestive of any compUcating disease occurred 
Observafaon during these three weeks failed to add any further 
information to aid in differentiaUng between tumor and aueu 
rysm 

The anatomic diagnoses made at autopsy were aneurysm of 
the arch of the aorta, bronchopneumonia, gangrene of the lungs, 
postenor mediastinal abscess commumcatmg with the esophagus, 
and fibnnopunilent pleurisy 

The plcunsy and bronchopneumonia were probably terminal 
affairs and did not exist at the time of admission They probably 
contributed to the continued temperature and leukocytosis, but 
were not the ongmal cause of it The abscess m the posterior 
mediastinum probably was of slightly longer duration, and also 
helped to account for the leukocytosis and feiTr The origin 
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of the leulcocytosis and fever probably lay ui the necrobc bssM 
caused by pressure from the aneiuysm mass 

A clot was found extending into the left subclaviaa arteiy, 
which accounted for the absence of radial pulse oa tie left 
Also in the aneuiysmal sac there was much old clot, which 
probably accounted for the absence of pulsation m the fluoro- 
scopic examination The heart was apparently just crowded 
out of Its normal position by the tumor mass, as was thonght 
before death 

This case demonstrates the disturbance caused by a larp 
tumor mass m the mediastmum, and reminds one that the usual 
signs, such as tracheal tug, pulsations, and bulgmg of the chest 
and irregulanties of the pupils, may be absent in the presence oi 
an aneurysm 

One should emphasize the fact that pain without apparent 
cause m the arms or chest or persistent cough without pulio^ 
nary involvement should always make one suspicious of t 
startmg of trouble of a senous nature m the mediastmum 
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FOUR CASES WITH ENLARGED SPLEENS 

Cue L — ^BentTi Ulieate. DlccctssloD of Term **Splenic Aoemie*” The 
Symptome, Blood picture, end DUferentlal Diapiotle of BaotPe 
Dboise. SplenectomjioBdQti'fDltease tad Other Cooditloci. 

Date £L — An Inttance of BentTe Blteeee Mieteken fox Peptio Ulcer A 
Further Cooelderation of the Differentia] Dlaenoeie of Banti’e 
Dlaeaee. 

>ie RL — Mydogenoue Leukemia with e Low White Count. IllQStratlon of 
the Value of Crttical Blood Examination. 

:Ate IV -^Typical Chronic Myelogenoua Leukemia. Conunentg on SjmiH 
tome and Treatment by Radhnm 


I All going to show you today four cases that have enlarged 
spleens, and I shall discuss their difierential diagnosis and 
treatmenL 

CASE I 

The first case is that of a boy aged fourteen, who gives the 
following Eummanzed history 

Famth history and socuii htslory entirely negative 

Bahts good 

Past Eistory — He has never been "very strong” all Us bfe. 
Tonsillectomy was performed when he was three years old He 
had mumps at the age of fis-e, measles at the age of seven, and 
pneumonia at the age of nine 

Present Illness — When ten years old, now four years ago, he 
began ha^■mg “mdigestion attacks ” These attacks consisted of 
a dull generalized abdominal pam, assoaated with some dis- 
tention and belching of gas, lastmg for a few days to two weeks 
Sometimes accompanying this disturbance there would be 
nausea, rarely vomitmg, and not infrequently diarrhea for two 
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or three days, with three to five stools a day No blood ms 
seen m the vomitus 

These attacks have persisted and increased m seventy and 
frequency At first they occurred every five or slv weeks, but 
m the past year they have come at least eveiy two weeks. 
During the past there has also been some gas and epigaste 
discomfort more or less contmuously, ivith a poor appeWt 
There has been no sharp pam, no known fever, and these gastio- 
mtestmal symptoms have rarely caused him to want to stay n 
bed 

Durmg the past three years he has felt constantly tired ad 
has grown mcreasmgly weaker Three years ago he weigt®! 
59 pounds, a year ago, 62, and now, 59 Thus he is nowmadi 
thmner than three years ago because he has grown several mete 
durmg this time 

Ten months ago he noticed his abdomen was abnonnaUf 
large, and he thinks it has grown considerably bigger ^ 
then His relatives state that he has been more or less paH 
for three years, and that he has been distmctly pale for a yti^i 
bemg paler now than a year ago , 

Durmg the past six months he has slept poorly, has 
occasional headaches, and has been shghtly short of breath. 

Physical Examtnaiton — Physical examination shows a 
poorly nourished boy, with a large abdomen, and ^ , 

purpunc spots on his legs TTig temperature has been a 
100® F each evening for the past four days (smee he has he® 
under observation) 

It IS to be noted that it is not unusual for cases of his to® 
dibon to have a degree or so of fever , 

The pupds, throat, and mouth are negative No 
nodes are palpable except for a few small pea-siaed ones m 
submaxiUary and cervical regions , , 

The lungs are negative, and so is the heart, except for a sug“ 
functional systohe murmur , 

The abdomen, besides appearing large and rather disten ' 
shows shght tenderness m the epigastrium The spleen is 
much enlarged, reachmg the rmdhne at the umbdicus and ® 
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tending i cm below it m the left mpple line It is very hard 
and firm, but not tender The hver edge is easily felt 4 cm 

below the costal margin, and IS firm and non tender The upper 

border of lr\et dulness is at the sixth rib 

There is no jaundice and there are no dilated veins There 
IS no evidence of shiftmg dulness m flanks to suggest asates 
Neither kidney is felt. The gemtals and reflexes are normal. 
The extremities are negative except for a shght clubbing of the 
fingers 

Though it IS not usual to see clubbmg of the fingers m the 
disease which this patient has, it may occur 

Laboratory Findings — ^Drme and stool eiarmnation negative 
'Wassermann reaction negative 

Blood Examination — Hemoglobm, SS per cent , red count 
3,300,000 

The red ceUs are achrormc and show a defimte abnormal 
variation m sue, which is not marked There ate no very small 
red cells and no \ery large ones There is only slight vanatioii 
b shape Rarely a polychromatophihc cell is seen No sbphng 
Howell Jolly bodies or blasts are present 

The vikiU count IS 4000 The difllerential count 

Polynudear DcotrophiU. 53jrrcECl. 

Small IjTiiphocytea 38 ** 

Large lymphocyte* 3 *• 

Lar^ie mooonuclear* 6 ** 

No eosinophn* or matt celli are teen. 


Platelets arc definitely considerably drmmuW m numbers 
Other blood teste revealed no positn-e mfomatioa of xalue 
This case IS a typical mstance of spline anerraa m the stage 
of transiUon to the condition classically known as BanWs disease 
The term splenic anemia frequently has been used to mclude 

and Its use should be re- 
stricted Many types of oondiUons with enlarged spleens and 
ha\-c been m the past called splemc anemia I wfll refer 
° ^Dn splenic anemia is best reserved for If'’' 

earli stage of what is known as flantri disease or it may 
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ter to discard the term entirely and refer to such cases simply 
as Banti's disease m an early stage The etiology and patho- 
genesis of this disease remains obscure It usually occurs in 
young adults and nms a chrome course, being rather moit 
common m men than m women The disease is classically 
divided mto three stages, which, of course, merge one mto 
another, and are not m any given case sharply difierentiated. 
Primary enlargement of the spleen is the first recognizable sign 
of the condition, and represents what is known as the first stage 
of the disease This alone may be present for years The sec 
ond stage is assoaated with progressive enlargement of the spto 
and anemia The spleen is usually greatly enlarged, commonly 
reachmg the umbfiicus, and not infrequently bemg larger 
the anemia becomes endent, symptoms referable to it and to 
the enlargement of the spleen occur, such as mcreasing ^ 
ness, pallor, digestive disturbances, and abdommal discomf i 
all of which symptoms are exhibited by this patient before yw 
It IS to these first two stages of Banti’s disease that the term 
“splemc anemia” is best apphed 

As the disease progresses the third stage of this 
complex, classically known as Banh’s dtsease, occurs ^ 
stage the mdividual shows signs of arrhosis of the hver an 
faihng portal dirculation, as evidenced espeaally by asates ^ 
The disease usually runs an extremely chrome course ovW 
period of many years, and m some instances may never progn=” 
to the third stage, or it may rarely run a much more rapid cou^ 
so that the typical Banti’s disease picture may be exhibited wr 
perhaps a year Though the disease is usually slowly 
gressive, there may be periods of remissions m the syrup 
and the aneima Such remissions are rarely very 
rarely if ever as marked as the marked remissions that may 
m pemiaous anemia . 

An important and frequent symptom that these 
exhibit IS hemorrhage from the gastro-intestmal tract i 
probably in many cases due to mechanical causes ^ 
upon the enlarged spleen, and in some instances from the arr 
of the hver The bleedmg may occur from gastric erosi 
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because of congesbon, or from nipbire of esophageal vances 
Henionhages from other sources are not uncommon in these 
cases, parbcularly from the nose, as has occurred m the case 
before you Such a hemorrhage often occurs without any clearly 
recognised defect of the blood factors associated with pathologic 
hemorrhage, and often without any recognised local mechanical 
defects. 

Some cases, usually m the more advanced stages, do show 
a defimte clear^nit hemorrhagic diathesis, a secondary purpura 
hemorrhagica. This is evidenced especially by spontaneous 
hemorrhages from the gums and nasal regions, and purpura, 
associated with marked dumnuhon of the blood platelets The 
purpura on the legs of this boy is probably associated with 
distmct dmunubon of platelets m his blood 

Another factor that may be responsible for some of the 
pathologic hemorrhages is defective hver funebon. In some 
instances probably pathologic blood defect helps to exaggerate 
the gastro-mtesbpal hemorrhages largel) dependent upon me 
rhaniral causes 

The defects of the hemopoiebc organs m this disease would 
appear to be parbcularly impaired blood formation, but of a 
relabvely normal type m contrast to that of an abnormal type 
seen In permaous anemia. There also appears to be present 
sometnnes some increased hemolybe acbnty This 13 never 
marked 

The evidence of unpaired blood formation is reflected in the 
peripheral blood picture by a leukopenia, with not infrequently 
a relabve lymphocytosis and absolute dumnubon of the poly- 
nuclear cells, dimmished numbers of platelets, and red cells of 
a type seen m so-called chronic secondary anemia, with httle 
evidence of their acbve regeneration Leukopenia is a feature 
of the condibon The white count m nneompheated enw when 
the disease is well established is probably never over 7000, 
usually about 3500 Following a severe hemorrhage the count 
may nsc, but proportionally not so much as after a similnr 
amount of hemorrhage from accident in a healthy person 
Smiilarly, other complications maj temporarily mcrease the 
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count The red-cell picture in these cases, in the absence ci 
comphcations, is as stated that of chronic secondary anemn 
with a relatively lower hemoglobin than red-cell count, raidy 


do the cells vary greatly m size or shape, and though polj 
chromatophiha and stiphng may occur, they are practically 
never marked, nor are the reticulated red cells ever mcreased 
more than shghtly Apparently, relatively early m the dir 
ease, even though the spleen may reach the umbihcus, there 
may be evidence of a more active marrow, so there iviU not he 
a leukopenia, and the is hite count may rarely be as high as 10,000. 
Under such conchfaons the polynuclears may form a relatively 
high percentage (70 per cent ) of the white cells, and the 'Targe 


mononuclear” cells are often mcreased It is perhaps not un- 
common to see the “large mononuclear” cells mcreased evfenffitli 
the lower white counts, and sometimes they appear m character 
somewhat different from those usually seen m normal bloods 
With the higher counts an occasional polynuclear eosmophd or 
mast cell may be found , these are seldom fouijd with the lorvcr 
counts Under such arcumstances the red cells may shoff 
relatively more signs of youth, and the platelets, too, may 


shghtly increased, and not infrequently large m size 

The evidence of hemolyrtic activity, mcreased blood destruc 
tion, IS particularly seen m mcreased excretion of urobflm an 
by mcreases of bile pigments m the plasma This apparently u 
never marked, and does not occur early, and not infrequently ^ 
absent The mcrease of bile pigments m the plasma is at times 
undoubtedly dependent upon the hver cirrhosis Definite jaum 
dice IS never marked and is rare m the disease, probably no 


bemg seen until cirrhosis develops 

It IS quite probable that the spleen normally has a regulatoff 
action over the marrow, and it would seem that m this 
the altered splemc function was of such a nature that it 
an abnormal depression of the marrow without any ®ar 
alteration of its character Perhaps early m the disease, s 
times of remission, the marrow is able to overcome this dep^ 
Sion This impaired blood formation is probably the cni 
hemopoietic defect As mcreased red-cell destruction is d® 
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marked, it seems it must play a relatively small rflle m the 
production of the anemia, 

Pifferootial Diagnosis — Among the conditions that m the 
past have been called splemc anemia, and which are to be dis- 
tinguished from Banti’s disease, are Gaucher’s disease, von 
Jaksch’s anemia, and the vanons types of hemolytic jaundice 
Gaucher’s dtsease is characteiued pathologically by a pecuhar 
large vesicular cell hyperplasia of the spleen, while the spleen of 
Banti’s disease shows chiefly simply mcrease of fibrous tissue 
Gaucher’s disease is much rarer than Banti’s disease The 
blood picture may apparently be the same as m Banti’s disease 
The condition often is not recognized m life The following 
pomts are unlike what occurs m Banti’s disease and help to dis- 
tmguish Gaucher’s clinically It begins insidiously m childhood , 
a family history is often ehated, the spleen reaches enormous 
proportions, and the hver is often large 

The condition known as von Jakscli’s aneinta, or anemia 
infantum pseudoleukemia, is a symptom complex that occurs 
m i n fa n ts and children and not m adults This has been well 
discussed by Stillman in The Amencan Journal of The Medical 
Saences (1917, lol dm, 218) It is cbaractenzcd by marked 
enlargement of the spleen, with alight enlargement of the hver, 
and scsmetimes with enlaigement of the superficial lymph nodes 
The blood-picture shows an anemia with a low color mdei, and 
a persistent leukocytosis of varymg degree The platelets are 
increased Nudeated red cells are nearly always present, fre 
quently m large numbers, and the red cells often show a lot of 
polychromatophilia and stlpling These features of the red- 
cell picture arc in contrast to that of Banti’s disease, as arc the 
white-cell and platelet pictures This type ot anemia Is very 
frequently associated with nckcts, and sometimes with syphilis, 
although It may occur without assoaution mth cither of these 
diseases Exactly what relation the symptom complex has to 
rickets or syphilis has not been dcfimtcly deeded It has been 
thought by some that this condition is simply the form of Banti’s 
disease that occurs m the infant. Hoivcicr, it seems more 
likely that it is not Cases of von Jaksdi’s anemia tend to 



GEORGE R MINOT 


recover, m contrast to cases of Banti’s disease, which tend to 
progress 

The acquired and familiar forms of Jtemolyltc jaundtct, chai 
actenzed by constant increased blood formabon m the presence 
of constant mcreased blood destruction, with enlargement of 
the spleen, may present many variations from their typical pic 
ture Such variations may be dependent upon fluctuations o( 
the anemia and the degree of activity of the hemolybc organs, 
and the progressiveness of any given case These cases have 
been called to our attention particularly m recent years, and iii 
the past have not infrequently been cmlled splenic anema- 
The severest cases of the acquired type appear to approach m 
character the more chronic hemolytic tyqie of permaous anei^ 
cases with enlarged spleens I shall mention some points 1^ 
which hemolytic jaundice may be distmguished from Bants 
disease A family history may be obtained m the famihd 
form, the mdividuals m this group are not so sick as ® 
the acquired form, m fact, some cases remam for life m lamy 
good health, and, as Chauffard has said, the famihal casfe 
are more icteric than sick Cases of hemolytic jaundice af® 
nearly always more chrome, not infrequently much 
chrome, than Banti’s disease Defimte jaundice without a 
in the urme is nearly always to be seen, while it is relatn'^u 
rare in Banti’s disease This jaundice is dependent upon 
marked mcreased blood destruction The qileen on the aver 
age IS not so large as m cases of Banti’s disease The bistologk 
blood-picture of cases of hemolj^c jaundice shows evidence 
mcreased marrow activity which is often marked, m contrast 
to the decreased marrow activity usually seen m Banti’s disease, 
one of the features of hemolyrtic jaimdice bemg mcreases, often 
marked mcreases, of the reticulated red cells Another feature 
IS the typical diminished resistance of the red cells to vaflous 
strengths of salt solutions, which is not present m Banti's disease 
Among other conditions not to be confused with 
disease are cases of pernicious anemia with enlarged spleen®* 
certam ill-defined typies of hemolytic anemia, the leukemias, 
polycythemia vera, various types of cirrhosis of the hver, splemn 
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eakrgements assoaated with sepsis, mahgnant endocarditis, 
maJaria, kala-aiar, etc., as well as Hodgkins’ disease and its 
alhed conditions with enlarged lymph nodes Two other con- 
ditions, different and at times impossible to differentiate from 
Banti’s disease, are thrombosis of the portal and splemc veins 
and syphihtic splenomegaly It will not be possible to discuss 
aH these conditions, and I will simply briefly refer to the last two 
Throvibons of tite splmtc vein may give the same symptoma- 
tobgy and apparently the same blood-pictnre as Banti’s disease. 
It IS often impossible to differentiate splemc enlargement second- 
ary to thrombophlebitis from that due to Banti’s disease Also 
it 13 to be noted that probably m some cases of true Banti’s dis- 
ease thrombosis of splemc, portal, and mesenteric veins may 
occur secondary to it 

SypMhs may cause anemia with non-gummatous, diffuse 
hypertrophy of the spleen, and much more rarely gummata m 
the spleen In fact, it may be only because the Wassermann 
reaction is defimtely and strongly positive that such instances 
can be distinguished from Banti’s disease. Perhaps some such 
cases are srmply instances of Bauti’s disease occurring m a patient 
who has had syphilis One can always speculate in such In- 
stances on what relation the syphilis has to the splenic enlarge- 
ment It does, however, seem qmte proper to separate from the 
other forms of splenomegaly those cases with large spleens in 
which a syphilitic cirrhosis of the hver exists, and where gum- 
mata of the Hver are present It fa quite possible that such cases 
may show a rather different blood picture thnn true Banti’* 
disease, but this has not as yet been dearly demonstrated 

Treatment — The only method ol real therapeutic value in 
Banti’s disease fa splenectomy Temporary improvement may 
be ohtamed by purely medical methods, such as proper feeding, 
rest, fresh air, iron, etc. Roentgen rays or radium in some 
instances — probably particularly fa early cases — may cause some 
decrease fa the size of the spleen and permit temporary improve- 
ment In many cases it fa without significant effect This 
procedure may be tried before surgery with a view to allowmg 
the patient to be m the best possible condition for operation 
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The question of such a procedure causing adhesions and mahag 
the operation more difficult has been discussed m the hterature, 
and it would seem that it probably did not cause any senwb 
adhesions m such cases When the diagnosis is definitely 
estabhshed, splenectomy should not be done too hastily 
Simple measures, besides radiation, perhaps, should be first 
undertaken, m order to have the patient m the best possible 
condition, and the most favorable time should be selected for 
the operation Transfusion may be mdicated m certain cases 
to improve the patient’s condition before operation In 
cases before operation it is desirable to have an appropriately 
selected donor at hand, so that transfusion can be done after 


the operation if necessary 

In those early cases where the qpleen is not very large 
where the disease is apparently rather stationary and the pa 
tient m very fair health, it is most difficult to say that splenK 
tomy should be urged, because some such cases may remain w 
years quite well However, with any evidence of progress of 
disease, splenectomy should be urged Probably it would 
wise to urge removal of the gileen m all cases where the diagnosis 


is defimtely made after careful study of the case 

The earher m the disease the operation is done, the better 
the results, and the more lastmg the improvement of the symp' 
toms In many cases m the first and early second stage opera 
tion amoimts to a complete cure When the third stage 
reached the operation is by no means contramdicated, but ' 
chances of improvement are greatly lessened The 
m this stage is also more dangerous The operative mortah 
m the recent essentially unselected cases of BanU’s disease is ^ 
the vicmity of 12 per cent With selected cases and early cas« 
the mortahty percentage is apparently considerably 
Some cases operated when ascites was present have impro 
markedly, such cases, however, are apt to die within a few ye®^ 
Though many of the cases operated upon m a relatively 
stage of the disease apjiear to be completely cured, others 
may hve for many years, feehng quite well, and then sufier s 
relapse, the postmortem examination sbowmg changes as®®* 
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aated with cirrhosis of the hver and progress of the disease 
process 

Splenectomy is often a desirable therapeutic measure tn some 
of the conditions that may be imsiaien for Santi’s disease It 
may be advised m Gaucher’s disease, but m such cases its bene 
fit IS probably never as permanent as m Banti’s disease, and not 
mfrequently gams httle for the patient In hemolytic jaundice 
m the acquired or familial form splenectomy is to be adnsed 
provided the patient’s symptoms are bothersome enough to 
handicap his health, or there is evidence that the condition is 
progressive In those mild familial cases where the patient has 
nothmg to comp lain of except his appearance, it does not seem 
wise to advise operation The results m hemolytic jaundice 
conditions are usually very successful, marked improvement is 
the rule, but apparently cure is not universal Relapses may 
occur after splenectom} If it were not for the risk of opera- 
tion, probably all cases should be splenectomized as soon as the 
diagnosis is made, and undoubtedly the earher the operation, 
the better the results However, it must be remembered that 
m spite of the very brihiant results the exact cause of the con- 
dition 13 unknown, and although the spleen appears an important 
pathologic element m the disease, probably the true disease 
process does not reside wholly m the spleen, as is probably also 
true m Banti’s disease 

Splenectomy m von Jaksch’s anemia has seldom been done, 
and it seems that it should be reserved only for cases resistant 
to prolonged careful medical treatment, for saich treatment often 
yields satisfactory results 

In pcmiaous anemia, splenectomy is at the best only a 
palliative measure, and probably is not to be advised m the 
vast majority of cases It seems to be the means for mducmg 
as good a remission as possible, but the gam to the patient is 
often sbght when compared to the discomforts and risk of the 
operation In selected cases it may be advised, if not urged 
The cases that do best seem to be those with enlarged spleens 
without acute onset and. with evidence of a gooil deal of hemol 
vsis with an activ e marrow 
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In. typical myelogenous leukemia splenectomy is never to 
be advised, m fact, it is distmctly contraindicated, as it tisuallj 
results m death Recently at the Mayo Clinic, following rs 
dmm therapy with shrinkage of the spleen, splenectomy lias 
been practised, but the results would seem to show that 
the mortahty from operation is vastly lower than in untreated 
cases, the ultimate result gams nothing more for the paUent 
than radium alone It is possible that in certain rare cases of 
chrome myelogenous leukemia with a relatively small spleen and 
a low white count splenectomy may be done to adiantage 
However, reports on such cases are meager and we do not really 
know how much is to be gamed m such cases by this proceduK 
over that which may he accomplished by radiation of the 
It is, I think, rather doubtful if splenectomy in such cases will 
do more for the patient than frequent, carefully given treat 
ments wnth radium 

True syphihtic splenomegaly with secondary anemia is oftea 
resistant to antisyphihtic treatment, and m such cases 
nectomy has been advised by Giffin, and seems justifiable an 
desirable when other forms of treatment have failed 

In other forms of splenomegaly than those just discussed 
splenectomy should seldom be done, and if so, only m cedsu 
unusual and atypical cases 

y CASE n 

THe second case that I ham to show you tUustraks an 
where tieinatemesis was thought to be due to peptic ulcer, and iBhai, 
m /act, ft was, tn all prohabiltiy, dependent upon mecham^a 
vascular disturbance from an enlarged spleen tn a casa oj huu 
disease 

The patient is a mrm of thirty-four, who has been a 
England farmer all his life BTig history is as follows 

Fatntly history, social history, and occupational hisM ^ 
wholly negative 

Past History —As a child he had measles and whoops^ 
cough, and rarely a mild sore throat Ten years ago he bad a 
septic hand There is no history of any symptoms referable W 
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any of tie syBtems of the iody until nme years ago There is 
DO Instory of malaria, venereal history, or typhoid 

Babtis — Rarely has he taken any alcohohc drinks He has 
never smoked or chewed tobacco His hving conditions have 
been good, and he has eaten m no abnormal manner 

Present lUness — (As the history is a lone one, I shall not 
give every detail the patient described, but will try to pomt out 
the sahent facts.) Nme years ago he began havmg mdefinite 
abdominal discomfort assoaated with the belching of a good 
deal of gas. This discomfort did not occur at any regular in- 
tervals m the day, but he thought he belched more gas m the 
mid afternoon than at other tunes After some weeks he began 
having typical "heartburn,” begmnmg usually two horns after 
eating and lasting for about an hour There was no vomltmg, 
laitly nausea. After some months of these symptoms he 
developed suddenly, one mght, sharp pain, which he now says 
occurred m the epigastnum He recalls no details about this 
attack, but was operated upon for appendiatis, and was later 
told that the appendix was found “pretty normah” FoUowmg 
the operabon his abdominal symptoms subsided for some weeks, 
but then recurred They became even more marked than be 
fore, and not infrequently he had sharp attacks of cramp-like 
abdominal pain of hours’ durabon on the nght aide of his abdo- 
men, usually assoaated mth vomibng, but occurrmg without 
relabon to food or posture These attacks conbnucd unbl about 
a year after his appendix operabon, when he consulted different 
doctors than formerly They advised operabon for “adhesioiis ” 
This was done, and he says adhesions were found Following 
this, he had no return of the ngbt-sided abdommal pain, but the 
heartburn occasionally recurred, and general abdominal dis- 
comlort conbnued 

For the next tno years the symptoms fluctuated m penofs 
of weeks, during which tune he found he had fewer sjmpUcis if 
he did not eat coarse foods or fried foods mibid rf 

hanng general abdominal discomfort, he }e-f^ ts) hsse en 
gastric disbess and a duU epigastric {nnhjUrJy tro ho^ 
alter eating, this was assodalal with ! "heartbum” 

%OL. a — M 
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and gas After some months of this, or now about five years 
ago, one day be suddenly vomited at least a pint of blood In 
the next eight months his symptoms of “heartburn,” gas, and 
epigastnc distress contmued, but he considers he had no more 
real epigastric pam Dunng this penod he vomited blood at 
least five tunes His fnends state that he had been growing 
pale for a year before his first hemorrhage, and that he has 
been more or less pale ever smee then A diagnosis of peptic 
ulcer was made by his doctor at this time, and a gastro-enter 
ostomy was done He says he was told that two very smah 
superfiaal erosions were found on the stomach At this time 
he first knew that his spleen was enlarged, and he clanns he 1 ^ 
told that it had enlarged because it was nature’s way to stop 
hemorrhages The facts are, of course, that its enlargement was 
responsible for his hemorrhage 

In the next two and a hah years he had no hemorrha^ 
but the hyperaadity symptoms, gas, and epigastnc disco 0 
continued, with rarely nausea These symptoms perhaps were 
not so marked as m the eight months precedmg the gastro- 
enterostomy FoHowmg this operation, his color definitely 
proved somewhat, but he remamed rather pale Dunng 
two years he had a few shght nose-bleeds, and m the past 


months he has had several more , 

Six months ago, at a tune when he was havmg ro 
mild stomach symptoms, he vormted about a quart of 
Smee then he has vomited only six tunes, but each tune 
was about half a pmt of blood Dunng these past six 
epigastnc discomfort has been prouunent, occurrmg more or 


persistently . 

Dunng the past nine years his bowels have been 
regular except m the past six months, when they have been 
tmctly constipated This may be dependent upon the m 
that he has taken a lot of iron durmg tins tune Hemorrfi® 
have been present for at least five years In the past six 
he has had numerous symptoms, evidently dependent upon 
anemia per se, such as weakness, dizzmess, shght swelling 
his ankles, and palpitation He has lost about 25 pounds m 
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weight during the past six months, so that he now weighs 105 
pounds Ten years ago he weighed ISO pounds, and fluctuated 
between 140 and 125 in the first eight years of his Alness This 
recent loss of weight can be accounted for by the fact that he 
has eaten very httle food m recent months because of being 
allowed but httle on account of the hematemesis He does not 
know whether his spleen has grown bigger or not. He is m 
chned to beheve it is the same size now that it teas four and a 
half years ago, when it was first called to his attention 

Physical Exatmnalton — The patient is thm and pale — a 
white pallor and not at all sallow or yellowish, as is so com 
monly seen m cases with some form of hemolytic anemia His 
temperature has been normal dunng the three days that he has 
been m the hospital 

The pupDs react normally Tongue, throat, tonsils, and 
teeth are negative No lymph nodes are palpable except for 
some tiny ones m the neck The lungs are absolutely negative 

The heart 13 negative except for a soft but rather loud sys- 
tohe murmur heard over the pericardium, but loudest at the base 
This IS, of course, a functional murmur dependent upon the ane 
Una, The pulse rate is 80 The blood pressure is sy'stolic 110, 
diastohe 75 

Ex amina tion of the abdomen shows that there is a fulness 
in the left upper quadrant No superficial veins are to be seen 
that are definitely abnormally prombent Palpation of the 
abdomen reveals definite tenderness m the epigastrium, but not 
elsewhere. There is no distention and no evidence of nsdtes 
The spleen 13 very easily felt and extends, on deep inspiration, 
to just above the level of the umbilicus At first one is inchned 
to beheve the spleen is not very large, but upon palpation you 
Will note that though it does not come withm 0 cm of the mid 
Ime, It fills the left flank and percussion shows it to extend under 
the ribs even higher up and further back tlmn normal It is a 
pretty big spleen It is very firm and hard, and tlic notch Is 
easily felL The hx'cr edge can just be felt on deep inspiration 
Neither kidney is felt, and no other tumors are fell 

Rectal examination rev cab some external and intcrnnl hem 
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orrhoids The genitals and reflexes are negative The extiem 
ities are negative except for a very slight edema of the ankles 
Two Roentgen rays of the gastro-mtestinal tract have revealed 
no abnormality except the gastro-enterostomy stoma Roent 
gen ray exammation of the kidney and gall-bladder regions was 
negative 

Laboratory Exannnattons — ^Two stool examinations have been 
negative Two unne examinations are absolutely negative ex- 
cept for the shghtest possible trace of albumin 
The Wassermann reaction of the blood is negative 
The blood examination is as follows 
Hemoglobm, 45 per cent Red count, 2,800,000 
The red cells are distmctly but not markedly achromic 
They vary considerably m size, but no true microcytes ai® 
present There are no true macrocytes Variation m shape 
occurs, but IS not so marked as variation m size, and there are 
no very bizarre-shaped cells Polychromatophilia rarely occurs 
There is no stipbng and no Howell-JoUy bodies, or blasts occur 
The reticulated red cells are 1 per cent 

The fragihty of the red cells shows that hemolysis begms u) 
0 42 per cent salt solution, is marked m 0 36 per cent , and co® 
plete m 0 28 per cent This is withm the normal limits, but on® 
imght expect m an mdividual who bns had so much hemorrhage 
that the hemolysis would be complete m a weaker percentage 0 
salt solution 

The wJnie count is 2300 The differential count of 200 cells 
IS as follows 


Polynuclear neutrophils 
Small lymphocytes 
Large lymphocytes 
Large rpononuclears 
Eosmophils , 

Mast cells 


51 percent. 
44 “ 


The platelets are defimtely somewhat diminished 
The bleedmg time is not prolonged Coagulation time is 
normal and the clot retracts The serum shows no evidence 0 
contammg abnormal amounts of bile pigments 
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The presence of the enlarged spleen -with leukopenia tn the 
presence of anemia taken together with the repeated hematemesis 
and the tune year history makes, without doubt, the dtagnosts of 
Banii’s disease It is surprising to note that the patient states 
that he has never had his blood examined until now, althougli 
he recalls seeing twelve different doctors in nme years. Of 
course, any one doing good medical work should study the blood 
m any case with a large spleen or one showing pallor The case 
further serves to pomt out the importance of studymg aU cases 
very carefully before operations are performed It is probable 
that five years ago, when the spleen was known to be enlarged, 
the blood would have shown essentially the same features as 
now Directly after a hemorrhage there may have been a leu- 
tocytOEis, so that a count at such a time would not have been so 
lalnable as counts some ten days or so afterward In the 
chronic anenua resulting from hemorrhage, as m simple duo- 
denal ulcer, the white count will remam somewhat above normal, 
to that the presence of leukopenia m such a case — as m the one 
I have just described — would be alone very suggestive of splemc 
snenna rather than only peptic ulcer It is true, of course, 
that the symptoms the patient had suggest peptic ulcer, find that 
two small gastnc erosions were said to be found at operabon 
However, such lesions and symptoms highly probably resulted 
from the splenic condibon, and beatment should have been 
•Greeted not at the result, but at the cause, by which I mean 
the spleen should have been removed, and not a gastro-enter- 
ostomy done If this had been done, the pabent probably 
Would be vastly better than he is now It is most unlikely that 
all the hemorrhages this pabent had came from small gastric 
erosions The greater amount of blood highly probably came 
from ruptured esophageal varices Not only does the nature 
of the case suggest this, but the negabve gastro-mtesbnal 
Hoentgen ray examination favors this assumpbon 

The mistake made m diagnosis which this case illustrates 
kas been made before by excellent men, and reports of other 
such cases are to be found m the literature I have seen the 
mistake made several tunes In the other cases the spleen was 



1366 


GEORGE R MINOT 


not quite so Jarge, and ui one it was unusually difficult to feel, 

yet after its removal it was found to be fully three times nonnil 
size 

Individuals who have enlarged spleens from malaria, etc, 
occurring m the past, at the tune they are seen, of course, may 
have peptic ulcer, and such cases may be confused with Bautfs 
disease It is in cases with the smaller spleens that the diag 
nosis is difficult, and m sucdi mstances one has to rule out not 
particularly peptic ulcer, but ordinary atrophic cirrhosis of ffe 
hver, because this condition often gives sbght or moderate 
enlargement of the spleen and recurring hematemesis froni 
esophageal vances The sahent points to differentiate between 
these two conditions consist m obtaining a history of alcoholism 
and evidence of late and not early splenic enlargement, wtncli 
favors arrbosis and not Banti’s disease A large spleen wfll 
always be much in favor of Banti’s disease With Bonh’s hs 
ease there usually will be a longer history of anemia than m 
cirrhosis, and m this latter condition there is not much anemu 
except m the tennmal stage or after profuse hemorrhage Ihe 
blood-picture may help to differentiate the two conditions, but 
cirrhosis of the liver m its later stages may show a leukopenia 
At tunes it may be impossible to distmguisb these two conditions, 
particularly when they are m the advanced stages 

About two weeks after removal of the spleen in this case 
(Case H) the patient died from mesenteric thrombosis 
topsy showed most extensive vances of the esophagus Tber* 
was a relatively small amount of orrhotic change m the IiM 
■and no ulcers or scars were found m the stomach 

CASE m 

The thud case that I have to present is an instance of wbeiu 
the diagnosis is established by careful exammation of the blood 
I will present the case bnefly to you 

The patient is a man of forty years, who has always doW 
clencal work 

The/a«wfy history is unimportant 
His habits are good 
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The past history is negative except for the fact that he has 
had aigraine all his life 

The present tUness is of about a year’s duration, though he 
doesn’t consider that he has been really ill for more than two 
months A year ago he first began to have “dyspepsia,” which 
has persisted and increased up to the present tune, particularly 
m the past two months. This has consisted of frequently 
belching gas, a dull indefinite mfld ache m the epigastrium, 
occasional nausea, and heart-bum There has never been sharp 
pam or vomiting During this tune the bowels have been con 
sbpated Four months ago he began having a draggmg pam 
in the region of the left flank, accompamed by a dull ache in 
the small of his back. These sensabons have been aggravated 
by mcrease of gas and by eierase They have never been 
present when he hes down 

In the last six months he has become fatigued unusually 
Msfly, and he has m general felt weak and used up, even though 
he went on a long vacabon two months ago This sense of not 
feeling well and of bemg weak and bred has increased, particu- 
larly m the past month, though he has attended to his busmess, 
he has felt mean enough to want to go to bed directly after his 
evemng meak He now weighs 145 pounds, havmg lost 10 
pounds in aix months. Four months ago his fnends said he 
looked pale, and he is sure that he is paler now than a year ago, 
but he doubts if he is any paler than four months ago There 
have been no other symptoms 

Physical Examination — The pabent looks a bifle pale and 
appears tired The complete e.xaimnabon is entirelj negabve 
“cept for the abdomen 

The abdomen is not tender anywhere The lower border 
of the spleen is easily felt with the patient breathmg normallj 
2 cm above the level of the umbilicus, it extends 6 cm. below 
the costal margm m the left mpple hne, and is 3 cm to the 
left of the midhne at a pomt 4 cm abov e the umbihcus It is 
hard, though it does not feci so hard ns the spleen of the last 
case I showed jmu The hvcr edge can be easilj felt desccndmg 
1 cm below the costal morgra on inspiration No other organs 
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or masses are felt Tliere is slight tenderness over the left 
lumbar muscles 

The left-sided pam and backache that the pahent complams 
of are probably caused mechamcally by the weight of the spleen 

All laboratory examinations are negative except for that of 
the blood 

The ilood has been exammed several times in the past two 
weeks, and has always shown essentially the same findings. 
The red count is 4,800,000 and the hmogloUn 80 per cent 
The while count fluctuates between 13,000 and 18,000 In the 
routine report the red cells were noted as snnply showing slight 
variation m size, and the platelets as about normal in numbeii 
The differential count was given as follows 


Polynuclear neutrophils 
Small lymphocytes 
Large lymphocytes 
Large mononuclearB 


60 per cent 
17 " 

4 '' 

19 " 


From thifi report one learns no thin g that definitely sugg^ 
what the condition really is It was thought by some at 
tune that the case was one of early B anti’s disease This, off 
, may be essentially ruled out by the elevated white c^ 


ever 


alone The elevated white count m the presence of an 
spleen, with a report of 19 per cent mononuclear cells, 0 
make one suspiaous that the repiorted large 
may have been mistaken for some abnormal mononuclew 
- Such is the case m thi.s instance When this patient’s blood 
critically examined it was found that the differential coiffil ff 
t essentially as given (0 5 per cent eosmophils and 0 5 pd 
mast cells did occur), but that the 19 per cent large mononucle 
cells were nearly aU abnormal mononuclear cells About 8 
cent were clear-cut defimte myelocytes, though their granule 
were often finer than the usual text-book myelocytes, 3 per cen 
were probably normal large mononuclear cells The other 8 
cent were cells that looked at casually appeared hhe certa® 
normal large mononuclear cells I am imable definitely ‘ 
name these cells, but wiU say that they were large mononuclear 
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cells abnoimsd m the penpheral blood, and that they gave the 
oiydase reaction, showing they were of myelogenous origin. 
They vaned in size from that of a polynuclear to over twice 
this size Practically aU had dark large vesicular nuclei, at 
times double Their protoplasm often curled and contamed 
fine granules, and often qmte coarse ones Sometimes the 
granules were short and rod shaped These cells were highly 
probably some form of myelocyte Rarely a very large mono- 
nuclear cell occurred with mtensely deep blue protoplasm 
The lymphocytic cells not infrecpiently showed some immature 
forms The polynuclears were sometimes abnormally large, 
and agam abnormally small, not infrequently contaimng smgle- 
lobed nuclen 

From this white cell picture alone one should realize that he 
B probably deahng with an tnslanct of myelogenous leuketnta in 
a stage where the total white count is but shghtly elevated 
Further evidence of this is suggested by the red-cell picture 
The red cells at a first glance are not at all striking, but when 
more critically examined one is impressed with the amount of 
abnormahty they show, particularly when one considers the 
high level of the hemoglobin and red count. There actually 
occurs a definitely abnormal variation in size, occasionally a 
real microcyte is seen. No real macrocytes occur or deeply 
stamed red cells There is slight achromia. Variation m shape 
occurs, but is relatively slight. However, at tones a narrow 
elongated cell is seen, and the smaller cells are more abnormal 
m shape than the larger They sometimes are somewhat oys- 
ter-shaped and at tones bizarre-shaped cells occur Rarely fine 
Btiphng and occasionally polychromatopWlia is to be seen, 
and rarely a true normoblast The reticulated red ceils are 3 5 
per cent. 

This evidence of disturbed eiythropoiesis m the presence of 
a high red count and hemoglobin is frequently seen m myelog- 
enous leukemia, and such a picture is, I think, probably never 
seen m Banti’s disease This rcd-cell picture with a high red 
count maj occur m other conditions, but relati\-ely rarelv m 
others than polycythemia rura In this connection it is inter- 
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esting to note that it has been suggested that polycythemia veia 
IS the red cell homologue of the white cell condition known as 
myelogenous leukemia I have seen 2 cases which have shown 
early in the course of their disease polycythemia, and later died 
with the pathology of myelogenous leukemia I have also seta 
polycythemia vera m a woman whose sister has had dasacal 
myelogenous leukemia 

Further observations on the blood of this case before yt/i 
showed that the platelets were definitely mcreased above their 
normal numbers, and were not infrequently abnormally large 
An unusual number of these small important elements formed 
from the giant cells — megakaryocytes — of the bone-marrow is 
the rule m myelogenous leukemia In certain instances they 
may be temporarily decreased Sometimes I have seen m 
myelogenous leukemia, associated with a greatly mcreased num 
her of platelets, true megakaryocytes m the penpheral blood 
From what has been said about the blood of this case, taken 


together vvith the fact that the pabent has an enlarged ^een, 
the diagnosis of ii<,yelcgeii(nts letikoma is estabhshed It is, of 


course, of an unusual type because there is no great elevate® 
of the white count Cases of this sort may occur with white 


counts under 9000 , and m such cases careful blood evaimnntm^^) 
m contrast to roubne eiatninabon, may alone be the method 
of differenbatmg the condibon from Banb’s disease Sonm 
cases of myelogenous leukemia may run the whole course of 
their disease with relatively low white counts, whfle others nmy 
^spontaneously exhibit at one time a low count and at other tunes 
f a high count 


The fact that the blood condibon was not recognized m 
this case (III) by the house officers domg the roubne laboratory 
work IS not because of their lack of care or knowledge, but 
because the condibon is difficult to recognize It may be only 
because of the clmical picture that we shaU be led to study the 
Wood unusually cnfacaUy, and thus establish the diagnosis m 
such mstances This form of mistake, dependent upon true 
difficulty in judging correctly what one sees under a microscope, 
IS of a much more pardonable nature than the mistake illustrated 
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m the last case (n), where the presence of a large spleen was 
apparently ignored and peptic ulcer was diagnosed instead of 
Bandas disease 

This case (Case IE) should be given treatment by exposures 
to radium or the Roentgen rays The possibihty of splenectomy 
in such cases has been referred to when we discussed the use of 
^lenectomy m general 


CASE IV 

This fourth case with a large spleen is perfectly simple to 
diagnose, and I shall have tune sunply to comiiieiit on some of 
the symptoniB and the treatment. 

The pahent ts a vooman thriy-jive years of age, whose history 
IS entirely unimportant except for the following Eight months 
ago she began to feel tired, lazy and sleepy constantly, and has 
continued to feel this way ever smee, she feels more so now than 
some months ago The patient has lost 20 pounds m weight 
during this tnne, and now weighs 160 pounds In the past six 
months she has had a poor afq)etite, and has bad some mild 
Of^gastne discomfort, and a sbght full feehng m the left side of 
her abdomen Though an mtclligent patient, she has not no 
ticed any mass m her abdomen In the past two months cramps 
ha\e occurred at times m the calves of her legs She never hil 
these before About three weeks ago she began having, and hre 
had every few days smee, sharp momentary dartmg pains 
mng down both legs, particularly the left one 

The physical examination is essentially negative Sir 

^ huge spleen that reaches the umbihcus and fills kV 
of the left upper quadrant of the abdomen 
The laboratory examinations arc all negative 
^ood, which shows as follows 
Hemoglobin, 75 per cent F 
"nic red cells sbem slight ac 
m size, vvith an occasional mia 
Variation m shape is slight- ] 

^^ccurs, and rarely stipling Ra 
The white count is 300,000 
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Polynuclear neutrophils 42 per cent. 

Polynuclear eosinophils 3 “ 

Polynuclear basophils I “ 

f neutrophils 35 " 

Myelocytes < eosinophils 3 " 

[ basophils 1 “ 

Lai^ mononuclear cells 3 " 

Lymphocytes 12 " 


The platelets are definitely somewhat mcreased in numbere. 
The blood-picture gives us at once the diagnosis, namelyi 
typical chrome myelogenous leukemia 

The symptoms this patient presents are the typical ones 
given m cases of this disease It is a feature of the disease for 
the patients to give for their first symptoms weakness, fahgne) 
sleepmess, or feehng “dopey,” or for these symptoms to be 
among their first symptoms Such symptoms, you ivill lec^i 
were a feature of Case HI, as they are of this case (Case 
Loss of weight is also a common feature, and this, comb 
With symptoms of fatigue, etc , should always make one con- 
sider the possibihty of tiii<; disease Though most cases present 
these two features, all do not . 

Some cases first consult a doctor because of the enlarge 
spleen per se, or because of discomfort dependent upon the en 
larged organ Probably many cases do not consult a doctor 
for months after the disease has started because the onset u 
very gradual and the disease may progress considerably ® 
the patient havmg any symptoms 

Such dartmg pains m the legs as this patient describes are no 
unusual m myelogenous leukemia We have observed that sn 
pains occur not only m the legs but also m the aims They have, 
however, occurred more commonly m the legs, and are usually e* 
scribed as more mtense m the left than m the right one-peri^P® 
because of the enlarged spleen Cramps m the muscles, an a 
complained of by this patient, are not unusual m these cases 
This patient should be treated by radium or 
therapy Splenectomy is distmctly contramdicated She 
be referred to the Colhs P Huntmgton Memonal Hospital ot 
Harvard Umversity for radium treatment, because there is 
established there a special dime for the care and treatment o 
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these cases. With proper radium therapy ivc can practically 
assure this patient marked improvement m her symptoms. It 
IS highly probable that her sense of fatigue, sleepiness, eta, wiU 
entirely disappear, and that she will gam weight and become 
lymptomless and feel well The spleen, m all probabflity, will 
become much smaller, and the white count will be brought 
down to somewbere near normal figures, the percentage of mye- 
locytes win fall, and the detailed blood picture as a whole will 
appear much more normal, mcluding a lessenmg of her anemia 
However, though this treatment will produce this effect m 
the vast majority of cases, particularly if treated relatively early. 
It does not cure the disease To keep these patients m the best 
possible health it is necessary to keep them under close observa- 
bon, seeing them every few weeks, and giving smtable amounts 
of radium from tune to tuna As the disease progresses a re- 
lapse occurs, and finally therapy is without significant effect, 
and the patient dies of the disea^ This method of treatment 
does, however, frequently brmg about a temporary remission 
of the disease, so that patients who are often m a distressmg and 
sometimes in an apparently serious condition can be returned 
to a useful and functionally efifiaent existence for a penod of 
many months to some years. Some degree of remission is 
brought about m practically every case. 

The rare acute cases do not benefit by this form of treat- 
ment or practically by any other form of therapy Cases of 
lymphatic leukemm are not benefited by radium treatments to 
the degree that the chrooic myrnlogenous cases are. Not m- 
Irequently the lymphatic cases receive no particular benefit. 

The cases of myelogenous leukemia that have the greatest 
symptomatic improvement followmg radium are those m which 
not only 13 the white count reduced but also the spleen much 
reduced m size Cases in which the spleen is relatively shghtly 
mduced, though the white count may be considerablj or even 
markedly reduced, have, as a rule, a less satisfactory remission 
Through the character of the cells we can usually Judge how 
patient 13 doing — whether the process is progressmg slowly 
or rapidly, or whether a stage of terminal chroniaty b approach- 
mg or occurring, from which there will be no remission 
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Though the white count perhaps is the best single guide to 
further treatment, as tune passes by the character of the blood 
picture, as well as the presence or absence of symptoms, is cer 
tainly equally and perhaps more important For instance, if the 
white coimt has been reduced to well below 50,000, and then nses 
to this level with the patient feehng perfectly well, and the 
blood-picture shov s essentially no abortive types of celts, and 
there is a low percentage of myelocytes, and espeaally if the 
spleen is small, it is probably fully as wise not to give more 
radium at this tune as to give it It is, of course, desirable 
that the patient be observed frequently under such conditions. 
It IS advisable not to give more radium under such orcuni 
stances, because it seems as if too many constant exposure 
may cause m themselves undesirable features, while it is w 
known that distmctly too much radium may result m a m 
aplasia of the marrow 

If, on the contrary, the white count is 50,000 and the it ® 
cells e^hlblt certain abortive features — m which instance o 
patient would also probably be havmg symptoms— more m 
dium may be given Should such arcumstances occur and 
patient’s spleen be relatively small rather than relatively lar?^ 
the benefit wiU probably be sbght 

The cases finally progress to a stage with mcreasing anemu 
where the blood-picture is of a distmctly abortive type, yet 
the white count frequently under 80,000, and the spleen o ^ 
not espeaally large Under such conditions radium often 
to do what it has previously done for the patient, so the m 
^vidual gradually fails and dies Thus it is important to 
the optimum amount of radium, and to treat the patient 
not the white count One alwayrs has to be guided between 
amount of good that can be done and the amount of possi 
harm that may be done 

There are numerous pomts that I have not mentioned 
you that could be profitably discussed about Banti’s disease^ 
its differential diagnosis, splenectomy, and myelogenous ku 
kemia— but I have attempted m this hour simply to demo” 
strata to you certain significant facts about these conditions aS 
illustrated by these 4 cases 
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TUBERCULOSIS AND INFLUENZA 

Recetslty of a Sane Conclumon in Reference to the Incidence 
of Pulmonary Tobercnlosis as a Sequel to the Late Epidemic 
of Inflnenaa 

There is prevalent throughout this country, both in the 
lomda of the medical profession as well as the laitj, a strong 
feeling that there is to be a great increase in the madence of 
pulmonary tuberculosis as a sequel to the late epidemic of infln- 
OBta Boards of health and tuberculosis soaeties and other 
organizations are sending out bulletins warning the pubhc in 
regard to this, while m certain locahbes the medical profession 
oooDis to be somewhat stampeded by this idea It is of very 
great practical importance to come to some sane, even if not 
very definite, conclusion on this subject. Unfortunately, it is 
impossible to obtam as yet any exact facts and figures, and it 
will be only after at least a year has passed that we can have 
uny real knowledge on the subject. It will then be too late 
to undo a certain amount of barm that is now already bemg done. 

The average physician seems to feel that because influenza 
bus been pnmanly a disease of the respiratory organs, it must 
oo this account have a disa-strous effect on a hitherto enstmg 
pathologic process in the lungs tuberculous or othenvisc I 
admit that this is a perfectly natural dcductiou, but I do not 
feel that it 15 necessarll) in accordance with the facts I was 
finnly convmccd that this would be the case myself, and expected 
to ha\-e many of m> patients with quiescent and Inactlw pul 
monarj tuberculosis report to me that their disease had broken 
out into activity once more 1 ha\c been agreeably surprised. 
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on the whole, in finding that this has not been the case. I haw 
seen many patients who have had tuberculosis and who hhiy 
have had mfluenza, more or less severe, who complained of an 
imtatmg cough, loss of weight, lassitude, often some fever, and 
often signs of moisture in the lungs These patients have besa 
greatly alarmed and much discouraged over what they believed 
to be renewed activity of their old tuberculous lesion IVliile 
I have mvanably treated them as if this were the case, I haw 
been impressed and much pleased that in the majonty of cases 
the signs and symptoms soon disappeared I am not at «S 
sure but I have seen about as many patients complaining w 
these postmfluenza symptoms — cough, loss of weight ^ 
strength, often & shght fever, moisture in the lungs—who haw 
never had tuberculosis and who did not have tuberculoas at 
time, as I have those who have had healed or quiescent tuber 
culous processes 

In the Massachusetts State Sanatoria, out of 1079 pabente/ 
there was an incidence of 11 2 per cent, of cases of infloei®' 
and a mortahty rate of 1 1 per cent With one exception oar 
superintendents feel that infiuenza, even accompanied by 
monia, seems to have done remarkably little permanent bar® to 
the tuberculous process that already existed, Physicians 
Saranac Lake, with whom I have recently talked on thu 
ject, seem to have the same opmion Not only was the 
of tuberculosis rather low, but the permanent harm it see® 
do was comparatively slight One would naturally 
by takmg it for granted that the patient, having develop*^ 
I certain, amount of immunity to tuberculosis, had also aoj 
some immumty at least against this other respiratory disea^ 
influenza 

It IS interesting to compare the comparatively low inodi®® 
of influenza among the tuberculous patients at our state sai^ 
tons. With that among a smular group of patients m other ins 
tutions where there was comparatively httle or no pubnnoa^ 
tuberculosis Among 4855 such patients, inmates of five sta 
mstitutionSj there was an influenza mcidence rate of 30 per 
and a death-rate of 2 1 per cent , while at one latge 
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hospital where there were 175 nurses at the height of the epi- 
demic m October, 48 per cent, of these came down with influenza 
These figures certainly show fairly conclusively that influenza 
was less frequent and did less harm, as far as death was con- 
cerned, among consumptives than it did among others not suf- 
fering from this disensp 

Dr Donald B Armstrong, duector of the Frammgham 
Commumty Health and Tuberculosis Demonstration, m a re- 
cent article entitled “Does Good Health Pay?” calls attention, 
m a httle different way, to this same fact In his mvestigations 
at Frammgham he has noted that influenza seemed to have been 
distmctly more severe, and the mortahty seemed to have been 
greater among those robust and strong mdividuals who have 
always enjoyed good health, while among those who have been 
weak, physically below par, whether suffermg from tuberculosis 
or not, the disease has been milder and the tomns less viru- 
lent 

The diagnosis of tuberculosis, difficult at best, is certainly 
made increasmgly so at the present tune. Patient after patient 
has come to me, accompamed by distracted parents, relatives, 
or friends, who has been told that he has tuberculosis Upon 
investigatiou, I have found many of these patients were merely 
suffering from the after-effects of influenza, and that there was 
not sufficient evidence upon which to base a diagnosis of pul 
monaiy tuberculosis. The treatment, except that I did not send 
them to a sanatonum for consumptives, has been the same as if 
they had tuberculosis The “Diagnostic Standards m Pul- 
monary Tuberculosis,” prepared for the benefit of the Frammg- 
ham Demonstration, and now widely used throughout the 
•aiuntry, have, I beheve, been of distinct value m clarifying our 
ideas on the diagnosis of this disease Unfortunately, at the 
present tone, even these standards, conservative and sane as I 
helieic them to be, must be modified somewhat to smt present 
condldoiis Dr Arthur K Stone recently told me, for instance, 
that, in his opimon, the man who made a defimte diagnosis of 
pulmonary tuberculosis in the absence of a positive sputum or a 
defimte history of tuberculosis pnor to this epidemic was talcing 
Voi. 1 — s? 
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a somewhat rash step, and "was hable to do harm rather to 
good With this opmion I am in hearty accord 

In my work among lung cases at the Massachusetts General 
Hospital, as well as in my own private practice, I have had 
constantly to unmake diagnoses of tuberculosis, based on what 
I beheve to have been msuffiaent evudence I frequently wnte 
on the patient’s record, after a definite diagnosis of pulmonary 
tuberculosis had been made by some other physiaan, a note to 
the effect that "I do not beheve there is sufficient evidence to 
make a positive diagnosis m this case,” that “I do not beheit 
he should be sent to a sanatonum, but that he should be bept 
under obsen^ation until the diagnosis is made clear, one way or 
the other ” I am glad to state that m many'^ instances I 
seen the puhnonarj' signs clear up, and the patient's general con 
dition return to normal m the course of a few weeks of ca 
observation and proper hygiene Of course, no one can ^7' 
such cases as this, that tuberculosis was not the cause o « 
patient’s signs and symptoms, but, on the other hand, ao ons 
can say so soon after such an epidemic as this that a givM ps 
tient’s signs and symptoms were due to tuberculosis, an no 
merely after-results of influenza , . 

Therefore, until the contrary is proved, I do not think ^ 
it IS wise to spread the report broadcast that there is sure to ^ 
a great mcrease m tuberculosis While we certainly sho 
on the lookout for sucii cases, and should make repeated spu 
exammations and keep all doubtful cases imder observation, 

IS not fair to the mdividual patient nor to the pubhc to 
for granted that signs and symptoms which under ordmaiy 
cumstances we would attribute to tuberculosis, and ngh y ’ 
are at present necessarily due to this disease ^ 

The following cases emphasize certain pomts m this 
cussion, and show the need of conservatism and extremo ca 
before making a definite diagnosis of pulmonary tubercuos 
imder present conditions 

Case I — G F A strong, healthy woman of twenty f®^ 
came to see me m January, 1919, with the following histo^ 
Her mother died of tuberculous pentomtis, and m one brotn 
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there was some question as to his having had puhnonarj tuber 
culoals. In December, 1918, while serving as a pupil nurse m 
a large hospital, she was suddenly taken with a pain m the left 
suie of her chest. This gradually increased until she was 
obbged to go to hed Two weeks later 500 cc. of clear fluid 


were aspirated She ran a temperature of over 100° F while 
in bed, and runs a shght afternoon fever at present. The 
fluid has gradually decreased until at the present tune there is 
pracbcally none Her general condition has steadily improved 
Accordmg to the last a:-ray and rliniml examination there is no 
involvement of the lung itself nor any signs of fluid 

Here is a frank pleurisy with effusion, coming on suddenly m 
a remarkably strong and healthy woman, with, however, some 
tuberculosis in her famil y Accordmg to the diagnostic stand- 
ards mentioned above, “one should consider a typical pleurisy 
With effusion as presumptive evidence of tuberculosis ” The 
question at once arises m this instance, whether or not this 
patient should be defimtely stamped as having pulmonary tuber- 
Personally, I should say no to this question. The 
treatment has been identically the same as if I believed it to be 
tuberculosis, and, I am free to admit, m dealing with a patient 
i^th as high degree of mtelligenoe as m the present instance, it 
a matter of almost acadeimc mterest alone as to whether or 
uot We use the word “tuberculosis ” Under other orcum 


ttances, however, one can easily imagme that it might be a 
hcmendous blow to the patient and to the family to state defi- 
nitely that this was tuberculosis, even if only m the mild form 
t^t these pleurisies usually take Every physician who has 
uuun thrown at all mtimately with influenza patients dunng this 
present epidemic has seen cases of pleurisy with effusion develop 
quiet down, where the evidence was strong that it was the 
^^■^ed “influenza organisms” (usually a strain of pneumo- 
and not tuberculosis that caused the pleurisy I have 
uot reported this case as tuberculosis, and I have told the pa 
imt and her family franki} that I do not beheve that it is 

‘“bcrculosB 


Case H— m B 


This man, a strong and healthy appear- 
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mg Jew, aged thirty, came to see me in December, stating tkt 
two months previous he had had influenza for two weeks 
Shortly after this he spat up some blood — ^not as much as a 
teaspoonful m all His sputum was examined by a local boaid 
of health, where it was reported to be positive. When I first 
saw him, aside from the fact that he had raised this blood, 
which was hardly enough to dignify with the name of a hemor 
rhage, and was said to have a positive sputum, he felt perfectly 
well He had a normal temperature and pulse, and his general 
condition was excellent m every way TTi<; throat was red and 
streaked with mucus In the lungs I could hear absolutely 
nothing except au occasional dry r^le I told him that with a 
positive sputum he must, of course, consider himself as having 
tuberculosis, and must take the greatest care not to mfad 
others As he appeared to me to be perfectly well I allowed him 
to contmue at his work Two months later I saw him agam. 
He was greatly disturbed because on account of a slight pam 
in his chest he had recently gone to a large pubhc dispensary 
and was told that he must go to a sanatorium at once Agam 
his temperature and pulse were normal, his general condition 
excellent m every way, and he had gamed 10 pounds m wm^f- 
This tune, over the lower half of the left diest I found numerous 
sticky r&les, but no evidence of consohdation or changes in the 
voice or breath sounds I wrote on his record that this was not 
chmcal tuberculosis A month and a half later I saw him again, 
and could find only an occasional dry rile, and at my last ei 
amiriation I could find nothmg wrong with his lungs whatsoever 
I have exammed his sputum myself and found it negative 
With a positive sputum, this case must be considered one of 
tuberculosis, although my own sputum exammation has failed 
to reveal any trace of this disease In his lungs I have at no 
tome found anythmg that would even suggest tubercuIosiS) 
w e from a general pomt of view he lias been perfectly well- 
insisted that he change his occupation — a baker — to sorne- 
else where he would be of no danger to others, which be 
I am unwilling to caU this a case of tuberculosis, and have 
told him that I do not thmk that any of his symptoms justify 
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this term He is to keep under my observation at regular 
intervals m the future, and I believe understands the situation 
deariy 

Case HL — J R, O’N This patient, a young man of twenty- 
five, was accepted as a student pilot in the aSroplane service m 
December, 1P17 He caught cold in April, 1918, and was sent 
to an army hospital for thirteen weeks, where a defimte diag- 
nosis of tuberculosis was made While there, he had a fever 
up to 102° F , with, however, a low pulse Sputum examina- 
tions were constantly negative He gave a history of having 
been sent away for a couple of months six years ago on account 
of his health, although no defimte diagnosis was made My 
OBunmation in October, 1918, showed a normal temperature 
>nd rather rapid pulse, weight up to normal, and a nght apex 
irith slight dulness and sign s of shght old fibroid tuberculous 
piucess. The lower half of the left chest m the back was duH, 
with diminished voice and breath sounds, signs of small amount 
of fluid and a thickened pleura I told him that he should 
t^iort once a month, and allowed him to continue his work. 
This he has done regularly In January he hnH a mild attack 
of influenza and stayed at home a few days Since then he has 
hoproved steadily, all that I can now find in his lungs are a 
few dry rfiles at the right base, where the influenza was localized 
He 13 workmg every day 

Here 13 a man with an old quiescent tuberculosis, sufifiaent 
to cause his discharge from the army He undergoes a mild 
attack of influenza, apparently without its causing any increased 
activity in his tuberculous process Nevertheless, it would be 
'■ary easy for anyone seeing this patient for the first time shortly 
after his influenza in January to have said that this was a case 
of tuberculosis roused mto activity by influenza. I really do 
not feel that this has happened, nor do I feel that the influenza 
*iaa done his tuberculous process any harm whatsoever 

Case IV — ^R. McN This patient, a young man of twenty 
ona, came to see me March 1, 1919 His mother was said to 
fiove died of tuberculosis He himself has always been strong 
“id robust. In Christinas, 19 18, he was taken with the influenza 
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and was in bed nine da}^ He went to work as a chauffai 
shortly afterward, but about ten days ago had a hemorrhage o! 
about an ounce of dear blood, followed in the course of the 
next twenty-four hours by the raising of a large amount of fod 
pus At present he feels perfectly well and has no symptoms. 
Physical examination shows httle, except shght dulness at the 
bases a:-Ray examination shows mottling over both upper 
lobes Later exammations have shown absolutely no signs of 
activity m the lungs, while the patient himself feels perfedlj’ 
W'ell and is workmg regularly 

In this case there was apparently a shght tuberculous infec 
tion at the apices, as shown by the a^-^ay The patient had 
never known of this, however, nor has it ever caused hun any 
symptoms After his influenza there was apparently a patdi 
of what must have been an unresolved pneumonia, which broke 
down and was accompamed by the raismg of blood, followed hf 


pus Accordmg to the diagnostic standards, "a nemonuag'- 
at least a teaspoonful of bnght blood is presumptive evidence 
pulmonary tuberculosis ” Under ordmary orcumstances, one 
would be justified m saying that this was probably puhnon^ 
tuberculosis Under present conditions, however, I do not 
that this is the case, nor do I feel that the influenza has had any 
effect on his quiescent tuberculosis > 

Case V — F S This patient, a woman of thirty-one, 
always been dehcate, espeaally durmg the past five years 
January, 1919, she had a mild attack of influenza, and has 
a cough ever since Sputum has recently been found posib''® 
by a local board of health Physical examination shows 
woman m a marked state of what I believe to be 


.jvcu suiLc ui waat j. ueiicvc lu — 

depression, with a subnormal temperature, low blood-pressv*^' 
se, and some anemia I could find absolut y 


I have 


rather rapid pulse, and some anemia 

nothmg wrong m the lungs, despite the positive sputum 
advised her to put herself at as nearly absolute rest as possibl«f 
and to let me see her m a month’s tune 

Here agam we have a case with positive sputum on oD^ 
examination The symptoms, however, are far more those e 
the physical depression so characteristic of the recent epide®**- 
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of influenza, rather than those of any active tuberculosis This 
is confirmed by the fact that the signs in the lungs were con 
spicuous by their absence. Are we going to say that this woman 
has tuberculosis as a result of influenza, or are we going to take 
the more conservabve course, and treat her as If she had tuber 
culosis, keep her under observation, and yet not add to her 
depression by usmg the term “consumption ” To some this 
latter may seem a form of camouflagmg the truth, to me it see m s 
the only humane course to pursue 

Case VL — G A physician m charge of the tuberculosis 
dispensary m another Massachusetts aty made apphcatlon for 
this man’s admission to one of our state sanatorm After look- 
ing over the apphcatlon blank, I was In some doubt as to the 
diagnosis, and wrote to the doctor as follows "I note that the 
signs are entirely at the bases of the l ungs , likewise that there is 
a negative sputum, a normal temperature, and a fairly normal 
pulse You state that this condition is a sequel of influenza. 
I would like to know on what you base your diagnosis of tuber- 
culosa in this instance? There are so many cases where the 
signs are located at the bases of the lungs following this infl- 
enza which are called tuberculosis, but which really are sunply 
the sequel to influenza and due to the same organisms which 
caused the influenza, that I am trying to weed out all doubtful 
ones.” 1 received his reply to the effect that he considered this 
patient to have a general influenza bronchitis, but the fact that 
it persisted and that the mnn was not doing well made hrm fear 
lhat he might be doing this patient an injustice by not sending 
him to a sanatorium I wrote at once, stating that I would 
gladly give this man a trial at the Rutland Sanatorium, hopmg 
thereby not only to improve his general condition, but to clear 
up the diagnosis 

Were I not to follow up this particular case after his admls 
Sion to the sanatorium to find out whether or not this was 
tuberculosis, this man would go down automaticallj on our list 
as a case of consumption following influenza WTulc m this 
Instance it certainly will do no harm to send him to a sanatorium 
for consumptives, and will probably do him much good, I feel 
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that this course should be pursued only m excephonal in 
stances 

Cases similar to these might be endlessly multiplied I do 
not wish to give the impression that I beheve influenza is not 
an extremely dangerous respiratory tract disease, and that it 
does not do a certam amoimt of harm m practically every case 
On the other hand, I wish to go on record as being definitely 
of the opmion that not only do patients who have or who have 
had pulmonary tuberculosis possess a certam degree of mv 
mumty or resistance against influenza, but that m my expen 
ence, at least, influenza or mfluenza-pneumoma does not seem 
to have done the great harm to the already diseased lung that 
most of us, myself mcluded, thought would be the case. 

As I have stated before, I have seen and am seemg many 
patients whose old tubercmlous processes have appaftiiily been 
hghted up by an attack of influenza I am constantly receiving 
apphcations from physicians all over Massachusetts for 
admission of patients to our state sanatoria whose disease, ae 
cxirdmg to the statement on the apphcation blanks, has been 
hghted up and rendered active by influenza My expenence ^ 
far at least, and I admit that it is too soon to speak defim ? 
on this subject, has been that m the case of many of these 
patients the extensive sign^ m the lungs foUowmg the mfluen® 
have rapidly cleared up, leavmg the old tuberculous focus com 
paratively httle worse than it was before 

A physician m New Hampshire recently told me that be 
making routme examinations of all his mfluenza patients one ^ 
, two months after the acute symptoms of the mfluenza bad 
sided I beheve that this is an excellent course to pursue, 
beh'eve that all doubtful cases should be sent to a sanatonu® 
or other similar institution for study and observation I ao 
beheve, however, that we should take it for granted, as is heiaS 
done m many instances, that wgns m the lungs and constitu- 
tional signs and symptoms persisting long after an attack 0 
mfluenza are necessarily due to tuberculosis 
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A PULMONARY DESTRUCTIVE LESION 

A Case Teaching Exercise,* with Remarks on Histoiy- 
tsking, Physical and Certain Special Examinations in Diseases 
ol the Lnngs, and the Diagnosis and Treatment of Pulmonary 
Ahscesa. 

The following case history represents an actual and urgent 
ptohlem and may well serve the double pmiiose of material for 
an exercise In case teaching and the placing on record of an 
instructive puhnonary lesion In the criticism of thiR or any re- 
wad it should be the purpose in reviewing it to note what of 
wmsequence may be lacking and how the work might have been 
better done. 

Yon are asked in your report’ on the case to state (1) what 
*aore you would like to know, (2) the diagnosis, and (3) the treat- 
inent you would recommend You need have no hesitation m 
®U*“slng yourself freely m criticism of the records Regarding 
the diagnosis yon make, to speak frankly but without any un- 
gtaaoua intent, I may say that while I am pleased when your 
*tlagnosls IS nght, I take a certain satisfaction in your mistakes, 
twnn which I can judge your defidendes It is a rare oppor- 
tunity to make a mistake to your own advantage and not to 
the detriment of the patient. 

The case history for consideration is as follows 

* 1 have med the c*»c hlitory In my Coune in Phyucal Diagnosis and 
edical Practice for Graduates at the Massachusetts General Hospital but 
e present discussloa of the cnee wss pot together for the purposes of this 
■ntde, 

. The esse histories are distributed before the exercise, and each member 
Ibe course Is ashed to hand In a smtten report. 
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History LIiss Y , forty-three, bom and bving m Massachu- 
setts, consulted me October 6, 1914 The history is repotted as 
if taken today 

Concerning her family history, her mother died of tuberai 
losis "when she was four years old, and she was exposed Her 
father died of “creepmg paralysis ” A half-brother is well 
Of past illnesses, it may be noted that she had a gland in the 
left side of the neck thirty-three years ago It did not rupture 
and was not operated Over a period of six to seven montlb 
twenty-seven years ago she had a cough She cannot remember 
whether dunng this mterval she had fever, mght-sweats, or loss 
of weight She remembers that there was ulceration of both 
comem twenty-six years ago, but she cannot recall whether or 
not the term “phlyctenular” or “scrofulous conjunctivitis” was 
used m cormection with chsturbance, and she does not tnow 
the cause of the ulceraPon There is no history of hemoptysis 
or pleurisy Folloiying scarlet fever she had abscesses in the left 
ear She has had measles There was a nervous breakdown 
nmeteen years ago lastmg one year Smc» the age of fifteen she 
has had hay-fever of the fall type There is no history of chorea 
or rheumatism While in Rome, three years ago, she had a teu- 
ralgic pam m the region of the left ear, lasting three day^ 

There is nothmg noteworthy regarding her habits Sb® ^ 
not accustomed to take alcohol The bowels move r^ulady 
each day The catamema is regular and lasts three days Tbe 
flow IS not excessive and there is no pain The last penod was 
three weeks ago 

Regarding the present illness, she states that nine months agOi 
/wi^out precedmg respiratory disturbance, she nearly faint«J> 
had cM, fever, and weakness The fever lasted two to three 
days, 101° p bemg the highest temperature There was no 
coug , rhimtis, or sore throat at this time At the end of three 
days she had severe pam m the left side of the head in the region 
° ^ lasted twelve to fifteen hours out of the 

twenty-four, and contmued for nearly three weeks A week 
er onset of the present illness she had the Mowing 
After havmg been abed for about an hour and asleep or 
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dozing, there was a sudden and violent paroTysm of congh 
Without expectoration or noteworthy dyspnea The paroxys- 
mal cough lasted for one to one and a half hours and during it 
there was a sensation of bad odor and bad taste in the mouth 
She vomited without nausea during the attack There has 
fimce been a recurrence of the paroxysmal cough without ex- 
pectoration sue tunes each day and slight cough m the mtervals 
between the attacks 

Following this she went away, feeling badly and continuing 
to cough During the next seven weeks her temperature was 
taken at irregular mtervals and was found to be elevated for 
vaiymg periods, once for as long as ten days, the variations in 
the temperature bemg from 99° to 100 6° F 

Seven months ago she awoke at 5 a M with intense pain in 
the left axillary region, much aggravated by cough and long 
breath. The pam lasted one week, and during this tone the 
temperature was elevated, but always below 100° F 

A week after the onset of the pam there was a gush of about an 
ounce of green, foul-smellmg pus, which came up with the cough, 
the cough havmg previously been without expectoration Cough 
expectoration have persisted smee and evening elevation of 
temperatute from 99^° to 994° F continued until about six 
months ago, when she went to Georgia, where she continued to 
cough and expectorate, but was without fever 

About five months ago she had a second attack of pam, this 
bme on the nght aide, lasting about two weeks 

Between three and four months ago for a period of about 
a month she lost her voice, and for part of the time could not 
*peak alxH'e a whisper 

About three months ago the cough was less troublesome and 
felt better, but after a walk she had fe\er and subsequent 
slternoon elevation of tempcrattire off and on to two months 
Qgo. when she had a third attack of pain, this tune on the left 
^de, m the region of the scapular hnc and posterior axilla The 
pain lasted for five days and was accompanied by fe\cr There 

^ Since, with the cxccpUon of a few days, been on evening elc- 
\’ation of temperature from 99 4** to 100° F , while the morning 



FREDERICK T LORD 


1388 


reco usually been normal The sputum averages about 
^ounces m twenty-four hours and is purulent and green mcok. 

e coughs at frequent intervals during the day and raises 
something every time she coughs Every few days the amoinit 

0 ^utum IS greater, and on these days it usually has a bad 
odor and taste, whiJd on the mtervening days it is likely to be 

ttle or not at all offensive The amount has never erceedtd 

1 ounce at any one time About seven months ago the sputan 
contained a small amount of blood surrounding the purufent 
masses, and on two occasions since it has been bloody About 
three weeks ago the sputum contained about 1 dram of blood, 
and a few days ago it was stamed a browmsh color 

The cough is paroxysmal, the attacks recurring at heijiiCBt 
intervals during the day It is uninfluenced by position She 
as been short of breath for seven months She had night 


sweats for about two weeks after each attack of pain Her 

^erage weight is 130 pounds The weight IS now 134 pounds. 

There is no nausea or vomiting The appeUte is poor 

hysical exammation shows a well-developed and nounshed 

yeoman The skm and mucous membranes are of good color 

The pupils are equal and react to hght Their outline is shghtl? 

iKeguIar There are comeal scars in both eyes Examinahou 

^ e right fundus with the ophthalmoscope is negative. The 

left m not seen on account of the corneal scare There is no 

glandular enlargement. The mouth shows many filled teeth, 

Stump m the left upper jaw, and some pyorrhea- 

. ^®^®^shghtly musty odor to the breath There is no tender 

7 R<^ smuses Examination of the ears with the oto- 

pe IS negative The nasal cavibes, the throat, and tie 

iicithmg abnormal Inspection of the larynx 

this ^ negative As far as can be seen wth 

jn trachea shows nothmg abnormal 

hne impulse is palpable m the fifth space, nippl' 

The dulness 12 cm from the midsteroum 

heart snim^ npper borders are normal by percussion Tit 

muimurs Tb^ mgufar, of good quahty, and there are r^o 

second sound ^ ^ 

. but not abnormally accentuated 
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Injpection of the chest shows no asymmetry Expansion of 
the left lung js shghtly restncted On palpation, the mter 
costal spaces are the same both sides. There is no abnormal 
supracardiac or spinal dulness The apices of the lungs show 
nothmg abnormal Pulmonary excursion detemuned by per- 
cussion during full eipirabon and inspiration is equal and of 
good amphtude on both sides In the left back m the para 
lertehral region, between the seventh space and the tenth rib 
and over an area extending laterally to the posterior axillary 
line, are the foUowmg signs There is shght dulness apparently 
of the same degree throughout the dull area There is also 
shghtly mcreased and bronchial breathmg, mcrease of voice 
{without egophony), mcreased whisper, and much dunmished 
but not absent tactile fremitus No rAles are heard There is 
no cracked pot sound, amphoric breathmg, tympany on per- 
cussion, or change m the percussion note on changing the position 
of the patient 

Eraniinabon of the abdomen shows nothmg abnormal The 
fiver, spleen, and kidneys are not made out to be enlarged The 
tpinc IS negatue The knee-jerks are present and normal 
There is no edema Blood pressure is 120 systohe and 80 
diaslohc 

The blood shows a white count of 10,600, of which 85 per 
cent are polynuclear cells and IS per cent lymphocytes Was- 
sermann test on the blood is negatue The unne is normal, 
uad, 1028 It contains the shghtcst possible trace of albumin 
hut no sugar The sediment shows a few squamous cells, an 
occasional leukocjde, and no casts 

The sputum amounts to about 3 ounces m twentj four hours, 
is green and purulent, with a shghtly mustj odor Three 
speennens are ncgnti\e for tubercle baalh No actmomjees, 
bla5tom\cc3, or streptothnees arc seen Then, are numerous 
organisms morphologically like influenza bacalh, many 
COCCI, and a few bacilli In one of three specimens there is a 
sniall curled, elastic tissue fiber, without ab-eolir arrangement. 
^0 tumor fragments or tumor cells are found ri\'e pnmous 
specimens of sjiulum are said to base been negaliw for tubercle 
baalh 
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^-Ray examination shows some penbronchial thickemng and 
there are numerous small apparently calafied areas, and a 
small calafied spot at the nght apex In the left lower chest 
there is a well-arcumscnbed area beginnmg above at the eighth 
and below at the tenth nb, and extendmg outward to the anllar) 
border, of oval shape, and measunng 4 mches m greatest diam 





Fig 241 — 

eter and 2 mches m width There is no evidence of a foreign 
body 

Criticism of the Record —T/ie Etslory—Tht most i« 
portant gmdmg prmciple m history-takmg is always to 
make a prehmmary diagnosis from the history alone 
matter for consideration is whether the history is as 
as it should be We are deahng here with a problem m P 
monary chagnosis, and in all such cases the possibility of tu ^ 
culosis should be constantly m mmd An inquiry has evideD } 
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been made m this case concerning those features which have a 
bearing on this question Then you will note that in the de- 
senpbon of the present fllness the evolution of the symptoms is 
given In pulmonary problems the number of possible symp- 
toms are few, and much importance may be attached to the 
order of their appearance Many mistahes m the diagnosis of 
disease of the lungs as well as of other organs may be ascribed 
to insuffiaent attention to the march of events The relation 
m pomt of bone of hemoptysis to other symptoms is, for ex 
ample, an important matter, and m this case it should be noted 
that there was a smnll amount of blood surrounding masses of 
sputum after the cough had lasted for about seven weeks, and 
hank hemoptysis after about six weeks of cough and expectora- 
hoa. It IS m general true that hemoptysis out of a clear sky, 
or when cough and scanty expectoration alone cloud it, is 
almost mvariably due to pulmonary tuberculosis. Blood sur- 
rounding masses of mucus, however, can hardly be regarded as 
hemoptysis in the general acceptance of the term In this case, 
therefore, the hemoptysis late in the illness is less suggestive of 
tuberculosis, but hemoptysis out of a cloudy sky is also often 
dne to tuberxnilosis. 

The evolution of symptoms 13 also of importance m many 
other puhnonaiy conditions, and among them pulmonary em 
holism and infarction, of which there are suggestive features m 
this case In fact, the distmcUon between pulmonary infarc- 
tion from a latent venous thrombosis and pneumoma can at 
tunes only be made by attention to the sequence of the symp- 
toms. In pulmonary infarction pam in the side is the most 
constant and usually the mitial symptom, and if there is a sue 
cession of emboli the pain may be first on one and then on the 
other side, due to embolism of one and then of the other lung 
Iltural pam m the first instance on the left and next on the 
tight side is somewhat suggestive of embohsm and infarction m 
case When infarction Invoh'es an area of considerable 
*itc cough and bloody expectoration occur withm a few hours 
to two or three days after the pam, and the temperature slowly 
titca, while m pneumoma the pam, cough, bloody eipectora- 
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tion, and rapid nse of temperature occur at once or m rapid 
sequence Small emboli may give nse only to pleural pam witlr 
out subsequent cough and bloody expectoration, and in this case 
if embohsm occurred the dot was probably too small to cause 
typical symptoms, but the record should have been amplified 
with respect to the events following each attack of pleural pam. 

Physical Exaimnahon — ^Are there omissions m the physical 
examination? Nothing is said of bronchoscopy Bronchos- 
copy IS to be considered from the point of view of its danger 
and the advantage to be denved from its use Many h^ 
which might be saved are lost each year m consequence of e 
aqiiration of foreign bodies because of the slowness with whi 
medical men have informed themselves of the progress ma c 
m the use of the bronchoscope, and it is essential that me 
stretches of the country now unprotected be supphed wi 
physiaans skilled m its use But its use is more particular 7 
urgent in the period immediately following the inhalation o 
foreign body to prevent the immechate and remote consequences 
A bronchial tumor or an aspirated foreign body is 
sidered in this case, and bronchoscopy might estab 
chagnosis A tumor could hardly be successfully remov ^ 
this means The removal of a foreign body lodged so . 
the bronchi would not be likely to reheve the secondary 
chrome mflammatoiy changes, but might alleviate the sym ^ 
toms The bronciioscape is of itself not without 
the symptoms do not seem suffiaently suggestive or the prospc'- 
of rehef hopeful enough to justify its use here 

The use of tuberculin is not mentioned, but the 
fever may be regarded as a contraindication, since an elei'a 
of temperature is the prmapal feature of the test 

Inoculation of a gumea-pig "with the sputum would ^ , 

able, but we should have to wait six weeks at least for the e 
opment of tuberculosis in the animal, and it would seem 
come to some conclusion regardmg the problem before 
fr^c This also was not done ^ 

Irregularity m the outline of the pupils when accomp^r^ ^ 
by mequaJity and failure to respond to light is suggestive 



A FDUIONAEY DESTRUCTIVE EESION 


1393 


syphilis, but only irregulaxity is present here, and is probably 
due to a disturbance in the ms at the tune the comeal opaaties 
irere formed The pulmonary condition does not suggest syph- 
ilis, and It seems qmte unnecessary to pursue the mvestigation 
hirther than the negative Wassennann test, which should be 
done as a routme If syphfhs could be entertained as a pos- 
oTiflitj then a numerical and differential count of the cells in 
and tests for protem and Wassennann on the spinal fluid should 
be done, but the withdrawal of spinal flmd is not a wholly 
mdifierent matter to the patient and there should be some 
definite mdication for its performance 

i^eganhng examination of the chest, I can perhaps help you 
by teHmg you how you can yourself get the most m the way of 
mstrucfaou out of your mvestigationa 

sun m percussion is usually the last and most dxflicult ac- 
qumtion of the student You should always do your percus- 
sion of the chest first Light seems preferable to heavy per 
tuiaon Percussion should be rapidly done so that slight dif- 
ferences are more readily appreciated by an immediate con 
bast of abnormal with normal resonance The mere findmg of 
a dull area is not enough Its limi ts and the character of the 
dulness throughout all parts of the region should then be deter- 
mmed, and it is of mterest to know that the dulness was of the 
degree throughout the dull area here An error, commonly 
Wade in the percussion of dull areas at the lower limits of the 
loig, 13 to fan to note the degree of dulness at the extreme base 
bbc penod during which wc have controlled our chest findmgs 
^fh the s ray there has e been a number of cases m which the 
^ raj has shown an unmvob ed portion of the lung between the 
appcr limit of the diaphragm, and the dull area on percussion 
reunesUgation has shown that greater care m the deter- 
’J’niation of the lumts of the area bj percussion would base 
““Closed this Once you have learned the rudiments of physical 
”^rnination, no one can teach you percussion with an ad\-an- 
equal to jour oivn in the immediate check on percussion 
) the use of the stethoscope In the case under discussion 
e changes found with the stcthoscojic immediatclj confirm the 

tou t— S3 
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previous and independent observation of dulness You shooU 
thus let one method serve as a check against the other to mah 
the most of the opportum^ 

There is no other recent addition to our methods in pd- 
monary diagnosis of equal educational value to the x-ray Just 
as percussion may be checked by the stethoscope, so the fiui 
results of physical examination may be confirmed or not by 
x-XB.y examination, but to realize fully the educational value d 
the x-x&y all physical signs must first be recorded There ait) 
however, limitations to the ir-ray, and it cannot be eipectd 
to demonstrate certam shadows which are below the leva 
the dome of the diaphragm or behmd the shadow of the bead 
The ar-ray findmgs m pulmonary and other condibons sbouw 
be regarded only as part of the evidence, and a final condusnn 
reached only after full consideration of all the data, 

A Student How do you mterpret the physical findings b 
this case? 

Dr Lord The correlation of physical signs with patholo^ 
lung conditions shows that there are two well-defined groups 
signs correspondmg to two groups of lesions Dulness, bi® 
dual breathmg, mcxease of voice, whisper, and tactile 
are found when there is mcreased density of the puld 
tissue and patent bronchi withm the consohdated region, 
ordinary lobar pneumonia, bronchopneumonia, puhnonfliy^ 
farction or retraction, and compression of the lung 
^b®Dushed or absent breathmg, voice, whisper, and 
itus are common to all lesions where there is increased 
and lack of communication of the mvolved region wi 
bronchi, as with an accumulation of fluid or a tumor 
lung or pleura, cysts, atelectatic areas from broncbostenc^ 
and massive pneumonia. The gignt; here do not fail 
group and suggest a combination of a member of one wi 
of the other group The dulness, bronchial breathing, incr®®^ 
voice, and wbis^ suggest a consohdation of the lunS . 
patent bronchi due to pneumonic infiltration or infarction, 
the diminished tactile fremitus, m addition, suggests 
solid m lung or pleura without free commvmicatioa With 
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bronchi Tlie absence of rftles suggests that pnertmomc m- 
filtrahon if present is relatively inactive and probably of the 
indurative variety From the alone no further conclusion 
as to the nature of the process seems justihable. 

Such evidence against cavity as the absence of cracked pot 
sound, amphoric breathing, and tympany on percussion are of 
no value in cKdudmg iL A gmaH cavity or gmall multiple 
cavities, if present, would not be likely to show any of these 
figns Much depends on the position of the cavity, whether 
deep or superficial, and the freedom of commumcation with the 
bronchi. The smallest cavity detected as such m our senes 
measured at autopsy 3 by 2 cm. and was just under the pleura 
in the postenor aq>ect of the left lower lobe 

Is there anything further you would like to know about the 
sputum? 

Student I should like to know if it separated mto three 
i^ycra on standing 

IhL Loss Why? 

Student Because it would then have a bearing on the 
^^^gnosis of bronchiectasis 

Dr, Lord The sputum from patients with bronchiectasis 
^vill often separate into three layers on standing The separa 
bon mto layers depends on the admixture of part of the sputum 
With air and mucus, so that there is an air-holding frothy layer 
^^“'l^bdng mucopurulent masses at the top, a thin cloudy fluid 
m the middle, and a sediment of pus at the bottom But this 
^^ppcarance is not peculiar to the sputum with bronchiectasis, 
^d is seen with pulmonary abscess and the evacuation of em- 
pyema through the bronchi I do not think stratification of 
fbe sputum 13 of diagnostic value 

An omission may be noted m the x ray examination If 
* ray of the left mastoid showed mcrcascd density it would help 
fo eaplam the history of pain in the car three years ago, and 
at the onset of the present illness, but would not solve 
Ibe question whether lateral sinus thrombosis and pulmonary 
^bohsm were concerned m the lung disturbance No x my of 
fhe skuH was taken in thk case 
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There is something ]ackmg m the descnpbon of the i-ny 
findmgs Can anyone suggest what is wrong? 

Student Was the a.-ray taken with the patient m die 
upnght or the prone position? 

Dr Lord That is an important matter Why? 

Student Is it not true that a:-ray plates in such cases slwtild 
if possible be taken with the patient m the upnght poation u 
order not to miss the appearance of a cavity with fluid level? 

Dr Lord Yes, and that is one defect m the report h 
there any other? 

Student I should like to know the character of the area, 
whether there is m region mottled uneven density or sa 


unevenly dense shadow and the degree of density 

Dr Lord This is also an important inquiry In answer to 
the first question, the a-ray plate was taken with the pa^ 
prone and there would then be no evidence of fluid level 
importance of position m the x~iay diagnosis of lesions 
there may be losses of pulmonary substance with fluid h® 
show a flmd level was not fully appreciated at the tune ^ 
patient was under mvestigation If air and fluid are presen 
a pulmonary cavity, the central bright area due to the air ma 
be entirely obhterated m a:-ray plates taken in the prone pos>^ 
on account of the diminished radiance of the fluid through 


all the rays which enter the cavity must then pass 

In answer to the second question, there was an ei’^n caa 
of marked degree over the orcumscribed area as shown m 
photograph It is important to note this because by ^ 
the distmction between mottled, uneven, and evenly 
ows evidence may be obtamed concerning the nature ^ 
process Mottling suggests a varying degree of infiltratio^ su 
as may occur m bronchopneumoma An even density o 
siderable degree suggests a orcumscnbed collection of ^ 
solid, but It is usually unsafe to make a diagnosis of the iw '' 
of the process from the a-ray alone ^ 

Still another omission m the description of the a^ray ^ 

IS the failure to note the ampUtude of the diaphragmatic et 
Sion durmg inspiration as seen with the fluoroscope I^ 
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be of interest to know this to confirm the finding on physical 
examination of a normal respiratory motion of the pulmonary 
margins, and to furnish additional evidence regardmg the con 
dihon of the left pleura — whether adherent or free 

Etiology — Vfe have to consider as a cause pulmonary tuber- 
culosis, bronchial or pulmonary tumor, aspirated foreign body, 
and pulmonary infarction 

The possibihty of tuberculosis is suggested by the disease m 
the family and the opportumty for contagion The glandular 
swelhiig in the neck many years ago and the corneal ulceration, 
possibly of a phlyctenular type, may be of significance m this 
connection There is nothing specially suggestive of tuber- 
culosis m the history of the present illness other tbnn that any 
pulmonary disturbance calls for its exclusion The lack of 
apical mvolvement on phj'sical and a:-ray examination is against 
it, but there are occasional instances of tuberculosis mvolvmg 
the hilus region, and no certam conclusions can be drawn from 
the site alone The failure to find tubercle bacilh m spe cimens 
of sputum containmg elastic tissue is of great importance and 
goes far toward excludmg tuberculosis We should expect to 
find tubercle baolh with pulmonary destruction of such a degree 
as to give nse to elastic tissue if tuberculosis were the cause 
Bronchial or pulmonary tumor would explam the bloodj 
sputum The hilus region is a favonte site for neoplasm 
Partial occlusion of the bronchus leading to the mmlved region, 
consequent stagnation of bronchial secretion behind the obstruc- 
tion, secondary infection, with bronchiectasia, single or multiple 
pulmonary abscesses and interstitial pneumoma would account 
for the entire picture and cannot be excluded Tumor frag 
malts and tumor cells were not found m the sputum, but are 
usually missed when tumor is present The absence of metas- 
tases in accessible regions is not against tumor, but after a dura- 
boa of nine months one might expect neighborhood Involvement 
and evidence of this m the x raj examination of the mediastmum, 
or in radial projections from the me olved puhnonary region along 
bie course of the larger bronchi Bronioscopj would help m 
the diagnosis The duration is too long for n mahgnant growth^ 
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as most cases are fatal within a year of the onset of 

M after rune months this patient is still in good general con 
dition 

An aspirated foreign body can neither be affirmed nor denied, 

ut the aspiration does not usually take place insidiously m 

adults, though it may occur during sleep The initial svroptcna 

are paroxysmal cough, dyspnea, a sense of suffocation and 

cyanosis, followed after an mterval of a few days by the second 

ary rnamfestations of pulmonary infection In this case the 

symptoms of infection-— chill and fever — came &st and tie 

cough later The x-ray showed no foreign body, but certain 

foreign bodies are not opaque to the x-ray Bronchosct^y 

would help m the diagnosis 

Pulmonary embolism must be considered There is a histoiy 

of abscesses m the left ear after scarlet fever Three years ago 

ere was pam m the left ear for three days Early in the coiuse 

0 thfe present illness there was again pain in the regioa oi ^ 

e t ear as a prominent symptom A latent thrombosis of tio 

/ ^ smus from which septic matenal separated and 

oun lodgment m the lung as an embolus would adequately 

account for the pulmonary symptoms This eiqilanation finds 

^me support m the second attack of pleural pain which occurred 

ve months ago While the first attack of pleural pam seven 

ago and the third attack two months ago may be at 

uted to extension of inflammation from the left lung to the 

espondmg pleura, and the nght-sided pleural pam may alsu 

ue to pulmonary infection proceeding from the Itmg itsc^i 

mv^ron from without, as from a venous thrombosis, is s 

f ^ ^^ffination Ophthahnoscopic ingiectiott of the 

J sinti ^ ^ fundus IS desirable where thrombosis of the lateral 

' suspected, smce thrombosis of the lateral may lead to 

chenrov^^ With the flow of blood m the cavernous sinus fisd 

neaJ scar^^ ophthalmic veins Unfortunately, the coi- 

eve examination of the fundus of the left 

but was mastoid is also desirable, 

out was not done m this case 

f®gn sis Bronchiectasis is a possibihty It is an unusual 
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condition and may be suspected m the presence of any chrome 
puhnonary infection, but is incapable of rlmiral proof To raise 
bronchiectasis often to the position of an mdependent disease is 
to fail to appreciate the pathology of the condition Aside from 
its occurrence in the rare cases of bronchial asthma without 
secondary infection it is never found at autopsy unassoaated 
with pulmonary changes of much greater importance than the 
bronchiectasis itself Chrome infection of the bronchi is not 
likely long to exist without extension to the neighboring pul- 
monary tissue, and a more accurate term is then a “chrome 
bronchopuhnonaiy infection ** 

Although the cause cannot be detennmed, the data pomt to 
pulmonary abscess, the five cardinal signs of which may be 
enumerated as follows 

1 Foul sputum and foul breath 

2 Cough and explosive expectoration 

3 Elastic tissue with alveolar arrangement m the sputum 

4 Dulness on percussion over a circumscribed area. 

5 The demonstration by x ray eiarmnation of a cavity with 
flmd level. 

The five cardinal signs are not wholly fulfilled To be cer- 
tain of a puhnonary ongm of the elastic tissue an alveolar 
^ii’^Agement must be demonstrated, and this was not present 
in this case Elastic tissue without an alveolar arrangement 
may come from the pleura or the bronchi as well as the lung 
The i-ray description does not mdicate a cavity with flmd level 
It B essential that the plates be taken m the upright position 
to demonstrate flmd level and, as already explamed, the *-ray 
was taken m the prone position m this case Even m the uxi- 
"ght position fluid level would not be shown unless there were 
both air and flmd m the cavity, and cavities unruptured or com- 
pletelj hdl of pus ivould show no flmd level The necessary 
conditions seem suffiaendj fulfilled, however, to make the 
diagnosB of abscess ampl> justifiable It would seem indeed 
ibat less evidence thnn we have would do, and we often have to 
be satisfied with less fhim the five cardinal signs 

The diagnosis would not be complete without an attempt to 
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go further and define the pathology of the condition Tk 
long duration of the suppurative process suggests that puhnot 
ary induration is likely to have taken place about the site of tie 
destructive process Even though the area is cucumscribed and 
evenly dense by a;-ray examination, there may be multiple pod 
ets withm the site of involvement The even density of tk 
a^ray shadow, however, is more suggestive of a single abscess 
It IS important to know whether the pleura is free or adherent 
over the site of the abscess Invasion of the pleura is suggested 
by the history of pleural pam, but the normal amphtude of tk 
pulmonary excursion makes it improbable that obhteration 
the pleural sac has taken place 

Prognosis — What is the probable outcome of this case 
The theorebc mortahty m pulmonary abscess is 74 per cent 
Of the cases which do not termmate fatally, 18 per cent contmuc 
to cough and expectorate, and are constantly subject to 
danger of local or general septic comphcations with their menace 
to life In the remammg 7 per cent complete spontaneous 
recovery may occur The small group m which spontaneous 
recovery may occur, however, comprises only mild and uncoifr 
phcated cmses of short duration I have never seen a patien 
with a history of rune months’ duration completely recos'cr 
from abscess spontaneously In this case, therefore, there is, 
far as I can estimate, great danger to hfe, an almost 
prospect of contmued mvahdism, and practically no chance 
complete recovery 

Treatment — There is no satisfactory medical treatmen 
Qmnke’s position may be tried, but has not proved 
m my expenence There is but one promismg method, and 
■a resort to operation What are the dangers? It is a dimum 
and dangerous operation It should be undertaken only h) 
skilled m its use, and even then the results are far from 
factory m many cases The operative mortahty is high aa 
may be placed at 6 deaths (9 per cent ) m 62 operated 
Includmg cases m which the abscesses cannot be found, surgi 
failure may be estimated at 14 per cent Surgical success 
more likely m the acute than m the chrome cases The de 7 
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m seeking operative relief in this case has somewhat mcreased 


the chief danger of the operation — that of fatal postoperative 
hemorrhage due to the mjury of granulation tissue m the wall 
of the abscess or of blood-vessels lining the wall or traversing 
the lumen of the cavity Delay has also diminis hed the chance 
of complete cure because the firmer the pulmonary mduration 
about the abscess, the less likely is the cavity to close after the 
establishment of drainage Multiple pockets arising m the 
course of tune by extension mto neighboring tissue may make 
surgical dramage impossible Bronchiectatic dilatation of bron 
chi commumcatmg with the cavity may add to the surgical 
(hfficulty Then there are the dangers of postoperative pneu 
mothorax and empye m a The probable lack of pleural adhesions 
of sufficient density to withstand the operative mampulation m 
creases the operative risk and makes it desirable that an opera 
bon, if performed, be done m two stages 

What are the chances with operation? Complete and per- 
®anent cure of abscess by operation may, m general, be esti- 
mated from our eiqienence at 10 m 62 cases, or 16 per cent 
Complete or partial success may be calculated at 38 per cent 
In view of the absence of any obvious present comphcation and 
bie sharply arcumscnbed and even density of the abscess by 
* my examination, and m spite of tbe long previous duration, 
the present situation seems as favorable os the general average 
If not complete, then partial success may be hoped for m this 


cnse. WTiat shall we advise this patient to do? There can be 
but one answer, and that 13 to take the risk of operation for the 
mke of complete or partial rehef 
_ Operation — Operation (Dr C L Scudder) m first (October 
I'l 1914) and second (October 24, 1914) stages evacuated about 
1 ounce of foul pus from a pulmonary cavity mtb mdurated 
Walls m the left lower lobe 2 or 3 cm from the surface of the 
*nng A left pneumothorax desaloped after operation Fol 
lowmg this the cough and sputum became much less troublesome 
and the foul odor to the sputum disappeared, but a sinus with 
a shghtly foul discharge persisted The temperature became 
normal A third operation m Noiember 1915, and a fourth 
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m May, 1916, were performed At the last operation the pul- 
monary cavity was found to be about the size of the end of the 
iniddle finger It communicated with two dilated bronchi, the 
size of a slate-and lead-penal respectively The cavity iras 
cureted The dilated bronchi were dissected free and tied off 
The patient has smce been well and without cough or eipec 
toration 

Comment. — ^Tfae diagnosis was correct in that the patient 
had a pulmonary abscess The two dilated bronchi were not 
diagnosed and could not have been diagnosed The etiology d 
the abscess is not known, but sepbc emboh from thrombosis cff 
the left lateral smus seem the most likely explanation. Th® 
operation was finally a complete success The localization of 
the abscess was accomplished without difficulty m this case 
Difficulty m suffiaently accurate localization of abscesses for 
successful surgical approach has hitherto been a troublesome 
matter, which an improved, portable, #-ray apparatus, enabling 
the surgeon to gmde his search by means of the fluoroscopic 
screen, may obviate The danger of postoperative pneuni^ 
thorax, constantly present m operations on the lung through e 
unadherent pleura, is somewhat diminish ed by the use of one o 
the positive pressure methods of anesthesia, more conuno y 
employed now than then 



CONTElEDnON BY DR. H LINENTHAL 


MAssACHUBBrre Genekal Hospital 


the relation of the clinician to INDtrSTRIAL 

MEDICINE 

In a recent lecture at the Harvard Medical School Dr 
Harry E. Mock outlined the growth of industrial medicme and 
pointed out the economic value to the community from the 
develi^ent of the industrial physidan, who is becoming at 
present a highly specialized man. Up till recent times indos- 
ttial medicme was confined to the work of the factory surgeon, 
who adnumstered first aid In case of accidents Very soon some 
physicians who entered this field of work recognized the great 
possibility of service that could be rendered to the employees, 
oniployers, and the community The work of the mdustnal 
surgeon, in many indnstrial plants m tbis country, bna very 
rapidly grown, and from the mere first aid treatment the work 
lias spread into many ramifications, such as the physical eaamlna- 
Hon of apphcants for employment, to determme the smtabihty 
of the particular mdrvidual for the particular job. thus reject- 
ing the imfit before they start, the routme examination and 
treatment of those already employed, th^ superviaon of the 
sanitary conditions of the plant, and many other lines, all cal- 
onlated to promote the health of those employed, increasing the 
Industrial efficiency, diminislung labor turn-over, which is a 
Kreat drain on mdustrj , and preventing the particular establish- 
®ent from bearing the burden of those pbysfcally unfit. 

To meet this ever greater demand for such health super- 
■'HKm m mdustry the position of industrial physician is rapidly 
developing into a specialty with a wide and most useful field of 
**tvii*. For in the present worid crisis all movements tendmg 





1404 


H UNENTHAL 


to the consen^ation of human life and safeguarding of human 
effiaency are of enormous importance 

But the study of the relation of industry to health, the 
recogmtion of the effects of mdustnal hazards upon the health 
of those exposed to them, is not a field for the mdustnal physicran 
alone, m fact, it is not even primarily his field 

This field of study, the estimation of the part the patient's 
occupation had on the development of the disease for which he 
presents himself for treatment, is a field primarily for the phy 
siaan who has to diagnose diseased conditions and treat patients 
in the hospital or m private practice 

Not only is the effect of occupation on health a matter of 
naportance for the physicians in the diagnosis and treatment of 
the individual case, but masmuch as occupational diseases aie, 
in a large measure at least, preventable, the physioan has cer 
tain duties to the commumty m the control of occupational 
diseases 

His duties and responsibihties in the control of occupational 
diseases are not in any way different from his duties and re- 
sponsibihties m the control of communicable diseases In tlii® 
group of diseases also be should be the vanguard of the puhhc 
health authonties, who, actmg on his prompt diagnosis and re 
port of cases, may tahe the proper measures to prevent the 
occurrence of other cases 

It is to the importance for the general medical man of 
recogmamg the effects of occupation on health that I wish to 
t^ect attention This field so important from the standpomt of 
e individual worker and the community remamed Jong ne- 
glected by the medical profession as a whole Interest on 
part of medical men m this field has been rather sporadic Most 
® e advances made tdl very recently have been made hy 
oao ogists, legislators, and economists, to whom the subject 
w^ ever of great importance The medical profession as a 
whole has remained rather indifferent 

recently there has been a general awakenmg 
the medical importance of the subject and an mtense mterest 
IS emg manifested m various quarters in industrial diseases 
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One of the factors which more than any other has helped to 
awaten this mterest fs the fact that the subject is receiving, as 
It were, academic sanction m many medical schools, notably at 
Harvard, where Dr Edsall has been repeatedly emphasizing the 
importance of this field, and where a special department of Indus- 
tnal Hygiene has been recently started and a journal devoted to 
industrial hygiene has been created 

Investigabons mto the effects of mdustnal hazards upon the 
health of the operabves exposed to them ran, moreover, be made 
very fruitful, and should appeal to the research worker, for while 
^e possess a considerable body of knowledge of the effects of 
■ndustry on health, such knowledge is small compared with the 
problems which still await solubon 

We have, it is true, some definite knowledge of the well- 
defined speafic mdustnal diseases — the vanous mdustnal m- 
toncabons, the postural strains and localized fabgue effects 
munfested m the occupabonal neurosis 

We know, however, considerably less of the effects on the 
health of the operabves exposed to hazards which do not pro- 
duce speafic mdustnal diseases, but which nevertheless produce 
states of ill health m which the mdustnal hazard dearly plays 
a promment ebologic parb I refer to the hazards of non poison- 
ous dusts, of non poisonous but imtating fumes, of extremes of 
temperatures, and of unsamtary condibons under which work is 
turned on, condibons which are not an mtegral part of the 
industry, but which are acadentallv associated with it 

Our knowledge is still more meager when we consider the 
general effects on health from the factors more w less common 
to all modem mdustiy — the stress, the speedmg up caused by 
the machine-set pace, the monotony, mental and physical, 
caused by the great diviaon of labor, and what seems to me is 
ot t'ast importance, the general fabgue effects of mdustry 
"^hat these factors have no immediate effects that can be readily 
paieeived and measured we know They do not produce sud- 
den, severe, Incapaatabng illness They are not dramabc m 
their mamfestabons But arc they for that reason without 
edeat? Way not these factors to which the worker is exposed 
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heal^ 'working tone gradually and insidiously undennnit 

*1^ 'T'^f developactif tkd.*, 

anfZ^T^T 1 -t-ch «e co^g I 

^J^out as public health questions? 

ocnm!>t,,^ present knowledge of tie efiects d 

of onrT. 1 , ° detennined in part by the imitations 

g_ j pathologic knowledge of certain problems, 

hfinV i- ^ larger measure by our poor method of 

nf n have not kept accurate record of the relation 

tram of symptoms which the -worker com- 
mnrK ^ presents himself for treatment For m oat 
1 ty and mortahty statisPca we have not kept reiiabit 
£ ^ X occupations While death certificates provide 

recoi-rf of the occupaPon of the deceased, and hospitaf 

£jLg j ^ contain statements of the occupaPons of the patients, 
nn rn^ ^ recorded m so unsatisfactory a manner as to give 

the deceased or the patient 
often ^ general designaPon of the industry most 

ahnp records, such, for instance, as rubber workfii 

vanpfT f "worker, is not sufiSaent, for m the great 

Jim If n 1 .*^ processes m any mdustry some have very definite 
hazards, while others have no such hazards To be of 
DaPp3f should the general mdustry in which the 

nacip f ^ employed be recorded but also the exact process the 

papent is engaged m 

bepn ^ Method of recording both mdustry and occupation ha^ 
yeans ^ Massachusetts General Hospital m recent 

in iLspff ^^tailed statement of the paPent’s occupation is 
an ^ ^ advance, and will m the course of tune pe^t 
PSitientJ^ ° records accordmg to the kind of work the 
relapve ®^gaged in, and will permit deducPons as to thr 

workers certam diseases among any given class 0 

and revKsfra ^ classificaPon adopted by all hospital 

^tion of mdust^ knowledge as to th^ 

A ghmpse as to what mteresPng facfs might be brought ont 
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by an analysis of such statistics might be had by reading the 
summary made by Wyime and Guilfoy of the mortahty m vari- 
ous occupations as shown by the returns to the New York Board 
of Health for one year Small and insufficient as the data is, 
there are nevertheless many extremely' mteresting suggestions 
which point the way to further research 

Moreover, the recordmg accurately of the patient’s occupa 
bon 13 not only important m hospitals, where, owing to the large 
numbers treated, statisfacs mdicating the frequency of certain 
diseases among certam groups of operatives may be obtamed, 
but IS of great importance to the physidan in handling his 
private practice, particularly when one practises m an mdustnal 

COIUinimify 

A clear understandmg of the patient’s work will very often 
pvt a clue to the diagnosis of a case otherwise obscure, and 
^'^v^cntly make an early diagnosis possible The prompt and 
diagnosis of occupational diseases is a matter of great 
unportance both to the patient and to the commuruty To the 
former because prompt diagnosis will m most cases remove the 
worker from further exposure to the injunous agent, and thus 
®bumize the possibihty of very senous and even fatal mjury 
To the latter, that is, the pubhc, the early diagnosis is important 
because occupational diseases are m a great measure preventable, 
end the prompt discovery of a case will if proper measures be 
f^cn, prevent the occurrence of other cases This respon 
ffinhty of detecting the early cases and thereby preventmg the 
®*^uutrcnce of new cases rests entirely with the physiaan 
la 1914 m a paper on “The Early Diagnosis of Iread poison 
^5 (Jour Amer Med Assoc., June 6, 1914) I ated as lUus- 
fratiie examples a number of cases gathered from the Out- 
P^bcnt Records of the Massachusetts General Hospital which 
tbowcd definite symptoms of lead poisonmg and which, takmg 
consideration the lead hazard to which the patients were 
“posed in their work should have made a diagnosis of lead 
P®‘b)mng possible, and yet no such diagnosis was made because 
‘'f the absence of a lead Ime on the gums and of basophilic 
Puiules m the red blood-cells 
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Since 1913 efforts at systematic study of industrial diseases 
nave been made at the Massachusetts General Hospital Hu 
work developed to such an e'rtent that under the guidance of 
Dr Edsall a speaal Ihdustnal Clinic has been established, of 
which Dr Wade Wnght was m charge When Dr Wade 
Wnght left for service the clinic was temporarily dosed, but 
was recently reopened under the charge of the wntei 
A trained assistant is placed every mommg at the admithn? 
desk of the Out-patient Department, and all cases employed m 
industries where there are any hazards are sent up to the Indus- 
trial Chnic for study Speaal attention is thus given to the 
study and diagnosis of industrial diseases, which results in the 
discovery of cases which would have otherwise escaped atten- 
tion m the general dime 

In contrast to the cases referred to above, where diagnosis 
was not made owing to the failure to consider the hazards to 
which the patients were eaposed, I wish to give you a few 2!®' 
tmtive cases from the Industrial Chmc of how the diagnosis 
was frequently made because of the consideration of the hazard 
A man of forty-eight comes to the hogiital complauung of 
attacks of epigastnc pam, Joss of appetite, and for the last ten 
days of diarrhea There was no lead-line on the gums hi 
vestigation disclosed the fact that as a shipbuilder he had been 
working for ten weeks in a lead-hned cold-storage room, and m 
his work he was exposed to lead dust and lead fumes A diag 
nosis of lead-poisonmg was made, which was confirmed later by 
finding lead m the unne and stools 

A plumber of forty-seven complains of attacks of abdominal 
pain radiating to the back His appetite is poor, he has 
weight and he has pains m various joints In ^ite ^ 
a sence of a lead-Ime, the sjrmptoms and the lead hazard of 1® 
occupation pointed to a diagnosis of lead-poisonmg The dia? 
f^ter confirmed by finding lead in his stool 
spreader’ m. a rubber shop complains of attacks of ® 
don^aJ pain which last a few minutes He is very constipaf" 
shipyard worker of thirty-five complams of pam m 
Jumbar region for three months 


kexaxion of clinician to indostriai, medicine 1409 


A pamter of thirty-one complains of loss of strength in his 
wnsts and pains in his back and feet. 

A painter of forty-eight complains of attacks of abdominal 
pam associated with constipation and 

An iron foundry worker of fifty-three has attacks of abdominal 
pam and constipation 

In an the above cases there were no lead-lmes found, but 
niqniry into the occupations mdicated the real lead hazard The 
diagnosis of lead poisoning was therefore made, and in every 
^^islance it was later confirmed by the finding of lead m the 
^inne or stools, or both 

These cases illustrate the importance of considering the 
industrial hazard m the making of the diagnosis Most of 
fhese cases would probably have escaped the diagnosis of lead- 
P'^^wning m a general clinic. 

Unsatisfactory as is the situation m regard to lead poison- 
it is still more unsatisfactory with regard to the less-defined 
industrial poisons Absolute failure to correlate symptoms com 
plained of by patients with the hazards of their occupation, 
when such symptoms could not be explamed by any of 

c physical findings, and would become perfectly dear if the 
n^ustrial hazard were considered, was manifested to me several 
ago when I looked up a number of patients exposed to 
aphtha fumes at their work. 


Suppose a man presented himself to his physician com 
pUinmg of attacks of dizziness, weakness, loss of energy and 
J^biUon, he tires easDy, his appetite is poor, he has ringing in 
ears, his speech is blurred at tnnes and he feels that he is 
his memory Suppose the physician does not find any- 
on physical eiamination, but on inquiry into his patient’s 
babits he learns that he is addicted to the naphtha habit — that 
fo satisfy a pciv'erse craving the patient inhales for se\’aral hours 
day the fumes of naphtha. Would any physidan fail 
such circumstance to tell his patient that it was this 
habit which brought about his state of ill health? 
a man who actually presented himself with the above symp- 
and who instead of inhalmg naphtha fumes several hours 
Vout— 
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every day, mhaled it ten hours every day for six days in tie 
week, not because of a perverse habit but out of necessity- 
e was cementer m a rubber coat factory, and 'while at work he 
was constantly bending over an open pot of naphtha cement- 
yet no diagnosis was made The physiaan did not correlate 
the man s occupation and its health hazard 'with the symptoos 
of ■which the patient complamed All the symptoms deared i]p 
on change of work 

A treer m a shoe factory suffers from dizziness, headaches, 
is sleepy and listless Physical examination was entirely nega 
tive except for a mild secondary anemia He inhales naphtha 
fumes, but the doctor who saw tum did not realize the hazard, 
and made a diagnosis of constipation 

A driller m a watch factory complains of weakness, dyspnea, 
dizzy spiells, loss of appetite, and insomnia He has attacks of 
sneezmg A throat speaahst, who saw 1^™ m consultaticiii, 
gave as his opimon that the man suffered from “a peonisi 
^'^omotor rhmitis,” and the chagnosis made on the case ivas 
constipation plus vasomotor rhimtis ” Neither the throat 
specialist nor the medical man mquired as to what his work 
consisted of If they had, they would have learned that to 
Wash the plates he is working on, he squirts benzine from an o3 
can, and that many other men m the same room do the saino 
work, and that the ventilation is madequate to take care of ti® 
air so heavily charged -with benzine fumes Benzme-pmsoning 
IS a more mteUigent diagnosis, one that explains the sympfo®® 
and the "vasomotor disturbance, and one that would be likely to 
he of greater benefit to the patient , 

A cementer m a rubber factory for six months compb®® 
jmdue fatigue, headaches, nausea, and muscular twitching^ 
No diagnosis was made At his work this man stands m 
of an open bowl with naphtha cement 

A worker m a shoe-polish factory for six weeks, has not 
we for four weeks Frequent attacks of vertigo, several ot 

of voimtmg, be suffers from frequent micturition ® 
gnosis Was made This man was erroosed to the fumes o 
turpentine at his work 
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A man of twenty-three who worked as shoemaker in a rubber 
factory for two years, complains of headaches, attacks of diza- 
Rfiss, loss of appetite, bad taste in mouth, and constipation 
These symptoms have been going on for a year and a half, but 
have become worse recently The diagnosis that was made was 
that of constipation This man uses naphtha cement constantty 
at his work He works m a large room with 500 other workers 
hi the same room, doing the same kmd of work The room is 
^'ary warm* The wmdows cannot be opened for fear of drymg 
the cement- It 13 qmte evident that thip constant exposure to 
iiaphtha fumes explains the symptoms perfectly welL 

It is not necessary to multiply cases The few I have shown 
®^ifficiently illustrate the evident fact that the failure to make a 
*hagDosi3 in the above cases was due to the failure to take into 
account the occupation of the patients 

But the relation of industry to health is far broader in its 
^ope than the specific diseases produced by mdustnal poisons 
ror, after ah, the number of workers in industry who are eiqjosed 
to industrial poisons is very small besides the vast army of 
Workers who are exposed to dust and fumes and other conditions 
ufimical to health. 

Hoffinan estimated that we have in this country at least 
jwO.OOO workers employed under conditions detrimental to 
ealth on account of atmospheric pollutions with dust and 
umes, hazards which predisp^ or accelerate the development 
of tuberculosis and other diseases of the respiratorj organs 
In a disease as wide-spread as tuberculosis it is, of course, 
*^trult m any given case to state definitely that it is of mdus 
^ ongm. The fact, however, that workers in certain mdus 
give a higher death rate from tuberculosis than other classes 
uf Workers Irving under similar conditions demonstrates \cry 
uofimtely that certom cases of tuberculosis arc the results of 
“dustnal hazards To take on illustration from Massachusetts* 
'^^udltions In the volume entitled '‘Tuberculosis in Mnssa 
Dr Gordon, of Qumey, made a study of the occurrence 
^ tuberculosis among the granite workers in that city In a 
covering ten >'ears he found that the percentage of the 
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total number of deaths due to tuberculosis among granite iroi 
ers was 46, while that of the rest of the community was only 16, 
which defiiutely demonstrates the very high death rate from 
tuberculosis among that group of workers 

Dr Gordon, however, made the extremely mteresting obser 
vation that the mortality from tuberculosis among granite work 
ers occurs later m life than is usual for the mortality from thit 
disease among the rest of the commumty 

This condition is similar to the age distribution of deatlis 
among miners, and quanymen m the registration area of the 
Umted States, m that the highest mortahty from pulmonary 
tuberculosis occurs among these workers between the ages of 
thirty-five to sixty-four, instead of between fifteen and thirty 
four, the usual period of excessive mortahty from tuberculosis 
If we consider, however, the mode m which the granite 
workers are affected, the reason for this high mortality fe® 
pulmonary tuberculosis later m life becomes clear Stone<ut 
ting is rather hard work and does not appeal to the phyacaify 
weak Those who start at the work are, therefore, apt to f)C 
m very good physical condition, and hence would have a 
natural ummmtiy to tuberculosis Long exposure to the im 
teting stone dust finally begms to produce changes m 

the elastic lung tissue is replaced by scar fibrous tissue- 
This takes place gradually and insidiously, and may g® ^ 
a long time without givmg rise to any symptoms 
rosis of the lung diminishes the resistance of the tissue an 
orms a favorable sod for the implantation of the tubercle hn 
^ It is only then that infection takes place It m after 
brosis of the lung has broken down the natural resistance oi 
e physically strong men who enter the mdustry that invasit® 
tubercle bacdh takes place This seems to me to erpk® 
e ate development of tuberculosis among that class of opef® 
and emphasizes the mdustnal ongm of the disease 
■But aside from statistical data pomtmg to the mdustnst 
* tuberculosis m certam mdustnes, it is often quite ea^ 

in toe mdividual case to estimate the effect the mdustnal hazam 
Had m the development of the lU-health 
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Here are a few illustrative cases from the Industrial Chnic 
of the Massachusetts General Hospital 

A man previously well and free from symptoms develops a 
dry, harassmg cough immediately after starting work as a rag- 
wrter There are no physical signs m his lungs to account for 
ha cough. Rag-sorting, as you may iniagmc, is a very dusty 
work, and it is highly probably that his cough Is the direct result 
of ha dust inhalafaon 

A young man of twenty presents hrmself at the clinic with 
Elgas of advanced pulmonary tuberculosis His father and two 
Eaters died from tuberculosis He started to work m a woolen 
mill as a carder at the age of suteen and has been during the 
four years of his work constantly exposed to the dust of the 
warding machines It does not seem as if there can be any 
doubt that the dust exposure, to say the least, accelerated the 
development of tuberculosis m a man so defimtely predisposed 
to the disease It seems as if it should have been somebody's 
job to prevent a young person with such a family history from 
entermg such haxardous work 

A man of forty-three who worked at the cardmg machine In 
a woolen mill for twenty seven years develops tuberculosis He 
has no tubercular family history, his habits are good Is it not 
bighlj probable that his dust exposure of many years’ duration 
Was the important factor m the development of the disease? 

Dust exposure, however, is not the only hazard m mdustry 
which IS responsible for tuberculosis or non tuberculous disease 
uf the respuatory organs. Among the hazards other than dust 
which frequentlj predispose to respiratory diseases are e.xposure 
to extremeness of temperature, more particiilarl> exposures to 
Eudden changes of temperature, as illustrated bj the following 
cases 

A man of twentj -seven complams of frequent attacks of 
w'ds, with scx-ere cough He has lost some weight. His 
oppctite Is poor and he has occasional night-sweats Physical 
“animation is ncgatiie except for slightly increased signs m 

eight apex This man is engaged in a wholesale fruit house 
and his job 13 to load teams with cases of fruit for transporta- 
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veiT freelv heavy boxes causes him to petspat 

tarns IiuP'f 't he has to enter a ceUar which coi 

inf the I perspmng is repeated many times dm 

Z ^ ^ to catch cdd very fe- 

dunn ^ 1, 7? work for some time on two occaaoDS, 

on fiTc much better, but the colds xetunied 

on his resumption of the work 

has a twenty-five complains of pain m his left chest He 

oough and raises a good deal of giutum, which is 
anrf ^treaked with blood He has frequent night sweats 

Tier ^ ^ '''^^ight His temperature is 100 4° P , pulse 110 

e IS diminished resonance m the tops of both lungs, over 
^nich areas the h^rfiCti'Uk^»rr V 1 .1 .-1 ... 


whi h — icbonance m the tops of both lungs, ovti 
areas the breathing is bronchial, with numerous i4l& 

vearfZ, ^ presence of tubercle baalli For eight 

He le working as a stoker on a steamboat 

^^posed to extreme heat- )"\jOWC»TM»‘ar* fiTC" 


Re IS P ^ ^ TvorJcmg as a stoier on a ste 

room ®‘^treme heat, perspires freely w'hile m the fi 

j . goes on the deck where it is cold His btinh 

^ , damp, cold, and poorly ventilated room 

last twenty-seven complains of frequent colds foi th 

for th ^ cough which is persistent without romsaoi 

nieht-Lr^^ raises a good deal of sputum, ha 

The h weight durmg the last yew 

pitcher? ^ <luhiess at the nght apex, with prolonged high 

ten!^^^r ^^^tion a:-Ray exammaPon of the chest shows eJ 
tensive penbronchial 


tenE7-ir w-ivay exammaPon of the chest shows e* 

tensive penbronchial thickenmg 

years ^ ^ crnployed as a cook m a restaurant for tea 

Without ^ years she has worked in a small hitchea 

from ->« tn It, the only air coming into the room is 

Persnires ft dining-room The room is very hot, she 

perspires freely at her wr>rt / to 


P«tspwesfre;ir:f,™^t°“ toom IS very he 

rL ta' ^ 

patien f'v easily multiplied where mvestigations into tin 

or revealed the probable cause of tuberculosis 

respiratory organs 

sible for states f u x ^ strains are very often respon 

tates of ifi-health, as illustrated by the foUowmg cases 
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A man of twenty two complams of general weakness, poor 
aiqwtite, pams m the lumbar region, and also in his nght arm and 
leg The pains have become so bad that he had to give up his 
work. Physical examination is entirelv negative This man 
came to this country from Portugal eleven months ago He 
was a baker He got a Job here m a tannery washing skms He 
works in a wet cellar The work is very hard and disagreeable, 
and he feels that it has completely exhausted bim He was not 
physically fitted for such laborious work. 

A woman of twenty three complains of pam m her right shoul- 
der and weakness of her right hand The physical examination 
13 entirely negative, except that the motions of the right shoulder 
are somewhat limited This woman is working as a bone-pulier 
m a fish loft, she puds the side bones from cod-fish There are 
34 ode bones m each fish, and she sometimes does as many as 
130 fish an hour It requires considerable pull to tear out the 
bones, she is engaged m this work, for about five hours every 
day The room where she works is very cold, and the fish is 
often BO cold as to make her hands very numb This case 
Well illustrates the localized strain effects so often met with 
in industry 

In addition to these industrial hazards which are more or 
kss inevitable m particiilar mdustnes, though m many instances 
more adequate protection could be provided, there are condi- 
tions mimical to health found m industries which have no rela- 
tion to the mdustry itself I refer to the unsamtary conditions 
obaractenstic of certam mdustnes. The unclean, poorly lighted, 
Pooily ventilated workroom gives nse to no one disease, but 
loduces the resistance of the worker and keeps hun m a state of 
“ipovtnshed health 

I have so far referred to the two mam groups of diseased 
“wditions ansmg from mdustry (1) The specific mdustnal dis- 
0 ®^, and (2) the diseases m which the mdustry acts as a pre- 
’*‘^'o»ing cause rather than the immediate cause. There is 
*dll, however, another field about which we know little or noth 
“E as yet I refer to the general faUguc effects from the stress 
and strain of modem mdustry 
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We unfortunately have no methods of measunng or estimat 
mg fatigue We will have to learn a great deal more about tk 
chemistry and the physiology of fatigue before we shall be able 
to demonstrate the baneful effect of chronic fatigue ou the 
orgamsm But I firmly beheve when the chapter on industnal 
fatigue IS finally wntten that it will be found to play no small 
rdle m the causation of the so-called degenerative diseases of 
middle life 


At present our estimate of fatigue can be based only on 
observation of the quality and quantity of the output of the 
worker, and on the rate of the occurrence of acadents m indus- 
try It IS quite clear that the fatigued worker is not able to 
make as quick or as proper adjustments of his movements, or, 
as Ash demonstrated, the first symptoms of fatigue are an inter 
ference with the function of control over all kmds of motor 
expression, hence fatigue bnngs about an mcrease m the acadent 
rate 


Some years ago I analyzed acadents that occurred m a largo 
metal manufactunng plant for a penod of ten years, there 
several thousands of them My analysis showed that the num 
of acadents mcreased every hour durmg the monung, reach^ 
the maximum durmg the fourth hour and, curiously 
rdirung appreaably durmg the last hour of the forenoon I 
the same to be true of the afternoon hours That is to say, m® 
acadents occurred between 10 and 11 than between 11 an ^ 
•A- M , and more between 4 and 5 than between 5 and ^ ^ , 
'Kus was to me a rather unexpected development, as one iro 
naturally expect the greatest number of acadents to occur 
mg the last hour of the monung or the last hour of the 
noon when, presumably, fatigue would be at its highest- ^ 
paradoxic discrepancy m the acadent curve could not 
plamed by any change m the work or working force during 
last hours of the monung and the afternoon periods 
In looking up later some statistics of acadents m 
countries I found, curiously enough, the same conditions ens ^ 
relative to the dinunution of acadents durmg the last 
the morning and the last hour of the afternoon 
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This aj^)arently paradoxic situation was foxind to be com- 
mon to a great variety of industries earned on under different 
conditions One is therefore forced to assume that this phe- 
nomenon must depend upon some fundamental factor m the 
economy of the organism What this fundamental factor is 
still remains to be demonstrated 

Various explanations have been offered for the dnmnubon 
of the acadent rate during the last hours of the morning and 
afternoon woitmg periods None of the explanations thus far 
have been very satisfactory 

May it not be that this phenomenon is due to the fact that 
during the last hours of the working period the stage of physio- 
logic fatigue has been parsed, that all the energy available for 
the daily work has been exhausted, and that to meet the per- 
sistent demand the worker to draw upon his reserve or 
potential energy which nature intend ed for use only in emer- 
ficnoes? 

The existing fatigue, which is nature's call for a period of 
test to replenish the exhausted energy, disappears when the 
•tores of reserve energy are made available and the nnpairment 
of motor control, which 15 the first ^mptom of fatigue and which 
responsible for the increase of acadents, disappears and the 
Occident rate falls This constant drain upon the reserve energy 
is comparable to the state of a pwrson who lives abo\'e his income 
has to draw on his capital This constant use of reserve 
energy impoverishes the organism of the workers and keeps 
in a state bordering on exhaustion, so that they are unable 
io Withstand any emergenaes, such as an attack bj disease- 
producing forces Whether tTos explanation is true or not it 
to me that there is a wide field of most useful and profit- 
able research. 

To summarize briefly Industrial medicme in its wider mean 
big IS a field primarily not for the industnal physician, but for 
ibc physician in the general practice of medicme He must 
that states of lU health are m many instances due to 
^ hazards of industry Such recognition will often enable 
bbn to make an accurate diagnosis in an otherwise obscure 
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case, and through the aid of the health authonties often prevoit 
the occurrence of other cases 

The field of industrial medicine is not only a profitabk (W 
for the chmaan, but is a fnntful field for the research woiko, 
for our knowledge m this important field is very small, and tk 
problems that await solution are many and pressing 
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NEPHRITIS m CHtLDEEN 

Piesentatton of 3 Cases, and Discussion of the Differences 
Between Nephritis in the Child and in the Adult 

Febmary 17, 1919 

I WISH to present today 3 cases of nqihntis, and to 
with you some of the differences between nephntis m 
fhe chDd and in the adult These cases represent by no means 
“fl the types of nephritis that we see m childhood, but they ate 
of especial interest because they differ consideTably in many 
tetpects from cases of nephritis m older persons. 

Case I — ^Here is a boy, eight years old He looks well, 
w you can see, save perhaps for shght anemia and rather dark 
oudes under his eyes His family Jnstory is unimportant except 
or the interesting fact that his younger brother at home now is 
^ffenng from the same condition that he has himself His 
lother was taken sick about a week after be was 

His patt hulary is as follows He has always been a strong, 
ealthy boy, and has never had any of the contagious diseases 
o^oept measles, which he had two years ago His only illness 
has been tonsilhtis, and durmg the last three years he has had 
attacks which have lasted usually about fi\ e days. A year 
as®, after an attack, he suffered from swollen glands m the 
h^tk, which, howe\er, disappeared m a few w eeks 

present illness began two weeks ago At this time he had 
tonsillitis The tonsils were much enlarged, showed white spots, 
hhd there was considerable prostration and feier He stayed 
^ bed three or four days with this, the throat cleared up, and 
' E°t out of bed feeling welL A da> or two later bis mother 


MI9 
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noticed that his iinne was bloody and that his face was a httk 
puffy, so brought him to the hospital for treatment 

Physical exaininatton shows a rather thin, pale boy, who 
does not seem very sick The tonsils are not at present large, 
but axe rather lobulated, inflamed, and unhealthy looking, with 
large crypts His teeth are good On each side of the ned 
there are two or three small, hard, non-tender lymph-nodes, the 
size of marbles The heart, hmgs, and abdomen are negative 
There is no edema anywhere Here is a specimen of his nnne, 
and I thmk you will all agree that it is imusually bloody, even 
for a case of acute nephritis, it looks almost like dear blood, 
and there is a heavy dark red sediment m the bottom of the 
tube It contains a large trace of albumm, and microscopicahy 
shows large numbers of red blood-cells, many small round cells, 
a few pus-ceUs, and a very rare granular cast The phthalein 
test IS 55 per cent The blood urea mtrogen is 14 mgm. 
100 c c blood (normal) 

The two-hour renal test (see Case H) shows a decided fi® 
tion of specific gravity, at a low level, as follows 


Time. 

Spedfit pavKy 

6-10 

1015 

10-12 

1016 

12-2 

1015 

2-4 


4-6 

1015 

6-6 

1014 


At no tune has there been any edema, and on a daily fluid 
mtake of 48 ounces he passed usually from 28 to 38 ounces o 
unne 

His systohc blood-pressure is 98, the diastobc 60 

Discussion — ^This boy, I think you will all agree, does n 
present the picture of our ordinary text-book conception 
acute nephritis His urme secretion is good, he has no 
the blood-pressure is normal, he does not seem sick, ^ 
urme contains an extraordinarily large amoimt of blood, u 
very few casts 

It IS a streptococcus condition, probably a glomeruloaepl^ 
tis, and IS due possibly to damage of the glomerular vessels y 
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the streptococcus toim, or perhaps to their actual invasion and 
occlusion by the streptococcus itself It is seen m adults, but 
Is not, I should say, the ordinary type of nephnhs from which 
they suffer It is, however, the moat common type of nephnbs 
that we see m children and is almost always secondary to ton- 
sUhtis It should be called “acute hemorrhagic nephritis,” and 
Its distinguishing features are lack of marked edema and a very 
bloody urine contaimng very few casts Indeed, I have seen 
physioans who were not familiar with children doubting the 
occurrence of nephritis at all, on account of the scarcity of casts, 
and searchmg for some other condition which would cause 
hematuria, such as r enal stone The importance of tonsUhtis 
M a cause of nephntis is not usually recognised, but it is, m 
^^^^^biren, at any rate, a much more common cause fbnn all the 
other infections combmed, not excludmg scarlet fever The 
®*pbnU5 starts usually not during the tonsillitis, but anywhere 
from a few days to two weeks after the acute throat symptoms 
have subsided It lasts m most cases from four to twelve weeks, 
but occasionally small amounts of albumm and of blood may 
persist m the unne for many months A few patients ultimately 
develop chronic nephntis, from which they finally die, but it is 
rare for a fatal outcome to occur durmg the acute stage Func 
froual tests are moderately diminished, but rarely to the extent 
that they would be m the ordmary text book type of acute 
nephntis m adults The phthalem test in this case would be 
normal for an adult, but low for a child, the lowest normal 
hnut for children bemg about 60 per cent The two-hour renal 
test shows an abnormal response, normally there should be a 
^0 difference m specific gravity between the two-hour spea- 
niens The blood urea is normak In this particular case the 
functional tests are mterestmg, but not particularly valuable, 
« We know from the boy’s general condition that his kidney 
function cannot be much diminished In fact, ns far as treat- 
®*nt goes, we could handle this patient exactly as well if we had 
Mt done the functional tests. In chrome nephntis they may 
of considerable smlue, as we RbaP sec m the next case 
How shall we treat this boy? In the first place, he should 
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be kept quiet and warm He should not get out of bed foi 
anything, and should be wrapped m an extra blanket, Eia 
tion and cold are two of the worst things a child with acute 
nephritis can be subjected to He should have one good bowl 


movement a day, but there is no necessity for purgmg him, as 
his unne secretion is good, and he has no edema. In these 
hemorrhagic cases mthout edema it is well to give as mudi 
fluid (withm reason) as the patient handle, as it is probably 
of value to flush the kidnejrs and aid m diluting andm ehminatuig 
toxins This boy has been takmg 48 ounces of fluid daily, *5 
you can see from his chart, and has handled it well, as his unne 
secretion is about what it should be, and he has not gamed m 
weight The diet is important, and here agam we need to re- 
strict him very httle There is no edema, therefore there c 
no good reason for givmg him a salt-free chet, although we shonJd 
be careful, on the other hand, not to let him have an eicessnt 
amount of salt The greatest pnmcple m treating any case of 
acute nephritis is to giare the kidneys as much as possible- 
Although It is possible that this boy’s kidneys might be able (o 
handle a large amount of protem waste, it is only reasonab 
to emt his protem allowance to the minimum amount whicb 


Will cover the mtrogenous needs of his body We have no verj 
clear idea what the mtrogenous needs of young children 
but we know that they are greater than those of adults, and 
we give this boy about 2 gm of protem for each kilogram 
body weight we shall probably keep him m mtrogenous equmb- 
num You will see from his diart that m the hospital we 
the nurses calculate carefully the total calones and the prot^ 
of his diet, but m private practice tbis is not necessary < 
durmg the acute stage, while the unne contains considera 
blood, meat, eggs, and meat soups are omitted, and the ^ 
is made up of milk, cream, butter, cereals, vegetables, and fnuf^> 
we shall come very close to what is desired The only 
that is of any value is iron, to compensate as much as is 
sible for the large amoimt of blood that is lost daily ® J’ 
unne, and this boy has been havmg 5 grains of the sacebarated 
oxid of iron three tunes a day, whidi is perhaps the best form ® 
iron to use with children 
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We begin to of letting him up when his unne 

mtams only a rare red blood-cell microscopically, and no 
bumin, or the shghtest possible trace If considerably more 
ood appears m the unne after he has been up, and persists, 
5 mil have to go back to bed again Many of these cases may 
HJW a very small amount of albumin for a considerable tune, 
id it may not mean much, but if the blood persists, even 
Jcroscopically, the patient should be treated very carefully, 
id should be kept in bed most of the tnne 
When is the best time to take out the tonsils? Some ob 
irvers advocate doing tbiq immediately, and some say to wait 
ntil the nephritis is entirely recovered from Personally, I 
cheve a middle course is best, and should advise tonsfllectomy 
ir this boy as soon as the acute stage passed and his unne 
ontams only a moderate amount of blood 
Case IL — ^The next case presents a somewhat different prob- 
^ This girl of ten was brought to the out patient depart- 
ment of the hospital with the following history 
Family htslcrv unimpottanL 

Fast Stsiory — Measles at one year, diphtheria at seven 
no scarlet fever, pnemnomo, rheumatism, chorea, or ton- 
Hhtis She has never been a very strong child but has been 
apparently well up to the onset of her present symptoms 
Present Illness — For the last year she has been pale and 
and gets tired very easily Her appetite is poor, and 
ihe has gamed only a pound in a year No cough Has slight 
ij’spnea and palpitation on exertion No precordial pain No 
moctuna, polyuna, dysuna, or hematuna. No excessive thirst, 
mo enuresis 

Physical ExamtnaUon — Shows a rather thm, washed-out 
loobng girl, rather tall for her age, and standing with a marked 
lordosis Her head 13 negative The eyes are normal The 
“0^ is negahs-e. The tonsils arc not large and are apparently 
aormal The teeth are poor, and a definite pus-pocket can be 
•^oi on the gum at the root of one of the lower premolars. The 
tongue 13 heavily coated, and the breath, though not very foul 
“ rather unpleasant There is no general glandular enlarge- 
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meat The heart measures 2 5 x 8 cm , the sounds are of g«d 
quality, and at the apex there is heard a short, soft, and ratte 
insignificant systohc murmur, ■which has only a very mkot 
area of transmission (“functional”) The pulmonic secow! 
sound IS greater than the aortic second The lungs are negitire. 
The abdomen and extremities are negative There is no edema- 
Diagnosis — -We see many such children in the out patent 
department, and the vast majority of them ■with the sympfo® 
that this gurl complains of are suffering from no definite disea^fi) 
but simply from the wrong sort of food, hygiene, and home 


conditions We have not completed our examination in 


such 


a case as this, however, until we have looked at the unne. The 
urine IS clear, ■vnth a specific granty of 1022 Contains a slight 
■trace of aibuinin, no sugar, and has an occasional hyahne an 
granular cast m the sediment, ■with a few blood-cells Hem 
we have, then, probably either a mild chronic or subacute 
nephntis, or possibly postural albuminuria, and vit have fote 
a defimte cause for her symptoms She was sent into the 
for study If she has a postural albiumnuna the unne u 
be free from albumin ■while she is kept in bed, and sboul com 
tain albuimn when she is up and around, particularly ^ ^ > 
up and the lower part of her body is immobilized The 
appearance of the patient and her very evident lordosis wo 
suggest this She was put to bed, and several unne 
tions were done while she was m bed at different tunes, an w 
she was up and around, ■with the foUowmg results 

Sediment. 

Rare hyaline cast, and a few 


Albtunitu 
S T 


Specific gTEVity 
Up— 1009 
(qutet) 

In bed 1—10015 S P T 

In bed 2—1018 S T 

Up and moving — 1022 L T 

In bed— 1018 VST 


No red blood cells or casts- 
Rare granular cast. 

Rarely a granular cast 
Few red blood cells and casts 

It would seem that she has, therefore, not a postuiri 
buminuna, but a chrome nephntis, as staying m bed di 
render the urme albumm ■free ^ 

Discussion, — My reason for shovung this child ^ 
especial attention to the fact that many cases of chronic neps" 
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ntu m chfldren may be of a very mild character, and present a 
totally different picture from chrome nephntis m the adult 
We see in children many times the “chrome parenchymatous” 
nqihritis of the adult, with the severe anemia, extensive edema, 
etc, and usually can suspect the diagnosis from the appearance 
oi the patient, but there is nothing m this type of case to sug- 
SKt nephntis until we examine the urme Occasionally, if 
IhtM children happen to pich up an acute infection of any sort, 
they show an exacerbabon of the nephnbe condibon, but they 
tarely have much edema or seem very sick The blood pressure 
B not elevated (indeed, it is likely to be lower than normal) 
tRir is the heart hypertrophied The unne ordinarily shows 
®nly a small amount of albumin, with a rather insignifi cant 
ttdiment, m which a few casts of the granular and hyahne 
t^^nebes and an occasional blood-cell may be seen There is 
•hrays the necessity, m these mild cases, of differentiatmg the 
l^tdibon from postural alburmnuna, and this can be done, as 
t was in this case, by exatmmng the urme for albumin a number 
of tunes while the pabent is m bed, and agam while he is up and 
oionnd In postural albummuna the second and succeedmg 
^pcomens passed after the pabent has been put to bed should 
“Ways be albunun free, and we cannot make a diagnosis of 
plural albummuna unless ibii condibon holds So far as I 
“ow, there is no condibon m the adult which corresponds to 
“IS type of nephntis You will note parbcularly that there is 
BO hypetbophy of the heart, and that the blood pressure is not 
w.’ated, occurrences which help us a good deal m the diagnosis 
chronic nephntis in the adult In the child these signs may 
^^“iir, and are of value m diagnosis if they do, but arc more 
'’■Im absent than present in this mild type of case In this 
PMticnlar case the ebology 13 obscure, there is no history of a 
Prectdmg acute nephntis, although it 15 possible that her kid 
Mix may have suffered mjury dunng her diphthcna three years 
nr that the abscess that she has now at the root of one ol 
teeth may have something to do with ib The tonsils appear 
Mr^ess, but may contam pus-pocketa. 

'Wiat we wish to know particularly about this girl Is the 
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extent of damage that has been done to her kidneys Ftom htr 
general appearance we should infer that they have been httle 
amaged, but the functional tests may help us in deadin^ tins, 
^d it ism just this type of case that they are sometimes of valit 
Here again we must contrast the adult and the child In the 
adult high or normal functional tests in a case of suspected duonK 
nephritis would almost certainly indicate to us that the fadneys 
"^ere httle damaged In the child this is not necessarily tnie, 
and I have seen sewral severe chronic cases with normal phthalan 
tests and normal figures for blood urea The “two-hour renal” 
test, as elaborated by Mosenthal, which I have used with cli3- 
dren m a somewhat modified form, is more lehable, and I 
seen few cases of well-established chronic nephntis which dd 
not show deviations from the normal Low phthalem excie- 
tion, high blood urea, and abnormal two-hour tests give very 
pliable evidence, on the other hand, that the kidneys are severely 
imaged and that the prognosis is poor 
This_girl had a phthalem of 65 per cent, which is nonndi 
hut does not help us much one way or the other The "two- 
hour” test is valuable and extremely simple The duld is pot 
on a full diet contammtj plenty of meat, with 10 ounces of 
at each meal She is also given 2 grams of caffein sodium ben- 
zoate and about a gram of salt with each meal For the sake 
o umfortoity , m the wards we use the following diet, bat it is 
not at all necessary that the child take all of it, or that it t* 
‘^'"■efuUy or weighed It is essential that no fluirf « 
ood be taken between meals, and that the same amount of 

IS taken at each meal 


■oreakfasl 

Csreal, 2 tablespoonfi 
Bread, 1 slice 
Butter, i square 
Apple sauce, 2 tablesp 
Milk, 6 ounces 
Water, 4 ounce# 

Extra salt, I gram 
CaBemsad benroate, 
Supper 

same as breakfast. 


Dtniter 

Chopped meat, 2 tablespooafw*- 
i egg 
1 potato 

Butter, IJ cubes. 

MDk, 6 ounces 
Water, 4 ounces 
Extra salt, 1 gram. 

Caffem sod benxoate, 3 grains 
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The ttnne is collected at two-hour intervals, and the gieofic 
gravity of each Bpeennen is taken Normally there should be a 
vanabon in gravity of the different specimens of 8 points or 
over betTrcen the highest and the lowest. This indicates that 
the kidneys have the power of varying the concentration of the 
unne according to the demands made upon them In damaged 
hdneys this power is lost, and there is very little difference m 
gravity between the two-hour apeennens. Sometimes all the 
speamens may show almost exactly the same specific gravity 
this girl had a nonnal two-hour test, as follows 


Time. 

Spedfie cnvlty 

6-8 

1019 

8-10 

1006 

10-U 

1020 

12-2 

1021 

2-4 

1028 


none 

6h5 

1022 


As criteria of the efficiency of this particular girl^s kidntys 
we can mchide 

1 Her general condition. 

2 The character of her unn e 

3 The two-hour renal test. 

Her general condition is certainly not compatible with a 
®®vere ladncy damage Her unne shows a comparatively s m all 
amount of albumin and few casts, and her two-hour test is 
normal. We may, therefore, say that she has not enough dam 
»gc to her kidneys at present to matenaJly mterfere with then- 
functional effiaency 

Just what win happen to girl? WiH she rapidly develop 
^ diffuse severe chronic nephritis and finally die from it? Will 

slowly develop a contracted kidney, and have ten or fifteen 
from now what is called '^chronic interstitial nephritis,* or 

she finally get over her nephritis entirely? 

The first possibility is, I think, unlikely It is quite likely 
fhat a good man> of the cases of chronic mtcrsUtiiil nephritis 
that We see m after Me may have had their foundation on eothc 
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such has. as to, and .t . P«=f H 5 

develop a contiaeled hutaey On the 0 _nt, iM 

aU unlikely that her albummuna will 
m a few years she may have a perfec y norm j, ^ 

How should she be treated? The two mos P° 
for her to remember are to ^ 

Her teeth should be put m order by ^ 

her tonsils should probably i^^thing.slieshtwl^ 

chilhng and exposure She should not g ^ 

engage m no violent sports tirely secondary k 

m mmd , the diet m such a case as tlm is ento J 

would be quite wrong to put this girl on p^cularly 

—she should have meat once a day, would b« 

avoid salt, and for the rest of it may ave ^ 

a rational, normal diet for any gir o dailv, and also 

her 5 grains of the saccharated oxi o the 

the Mowing prescnption which we use a great dear 

hospital 


Nux vomica 

Glycennated eloar of gentian 
Sig — One teaspoonful before each meal 


51) 

8v] 


Case HI -This boy of seven represents a v^ ^ ^ 
m childhood— tnlersMtal nephnits, 
discussion on account of its ranty father and niothd 

The family history is not remarkable ±HS i 
are both apparently m good health e is 
there have been no miscamages and bss 

Past History —He has never been a robu 
always been somewhat thm and imdersize for wbi 

sidered healthy by his parents except for the diseases- 

he enters the hospital He has had no ® subjee^ 

Present lUness — Smee he was a year old he 
to ‘Tiihous attacks,” which have been becommg 
m the last two years Previous to two yeai^ ^ggaB 

occur jierhaps every month or two In Augus , 
to have them once a week, for the last few mon gtarts 

an average of two attacks a week The atta 
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at nfght He wakes up at 3 or 4 a m. with headache, crying 
with the pam. After an hour or two he begins to vonut« The 
attafts usually last from twelve to twenty four hours, after 
■which he is fairly comfortable, with the exception of an occa- 
sional moderate headache, untfl the next one The attacks 
seem to bear more relation to overfatigue than to food He is 
very thirsty always — dnnks a large amount of water and passes 
a great deaL Dr S , the family phyaaan, has examined the 
unne three or four times during the past year, and has found 
It normal at every examination, until a few daj^ ago it "u as found 
to contam lAr per cent- albumin and a few pus-cells in the scdi- 
nient. It contained no casts or blood For the last two months 
hu headaches have been nearly contmuous and of extreme 
®^venty, so severe that at another hospital his head was x rayed 
With the possibihty of a pitmtary tumor in view Two months 
*50 on account of poor vision he was taken to an emment oculist, 
who examined his eyes and said that there were one or two small 
^ts on the right retina near the disk He prescribed glasses, 
but made no diagnosis of any cerebral or severe ocular condi- 
tion. The glasses did not help bim at all The “bihous at- 
have been so frequent for the last month that he has 
been m bed with them most of the tune A week ago, according 


h) his family physician, there was a good deal of blood in his 
^Wine. Four days ago he was taVen to the same oculist he went 
fo before, who reported a diffuse retinitis of both eyes, which 
^ said looked albummunc. The next day he entered the 
for study 

Physical examtnaitan shows a pale, very much underdev eloped 
W* weighmg only 37 pounds The pupils arc equal, 

^ react to light Both rctinac show a diffuse retinitis The 
b^'Tisils are small and appear normal The Jicart Is slightly tn 
but there arc no murmurs The norUc second sound s 
decidedly louder than the pulmonic second and h (Irfinitcly 
‘^tuated The lungs arc negative, os Ls the abdomen, and 
ttc li\xr and spleen arc not felt. The Kcnitalla arc 

underdeveloped The kneeJerU arc equal ^ 

There IS no edema The unne hai been cxawInrt i-evTra > r , 

has alwa>, been of low grasUy (1010 .» lOU), haa .on 
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rare er^-^n traces of albumin, and at most esatomatjoB 

pressiS , 7 m '“t a cMd) Tic sretok btel- 

prepare is 210, the diastolic 120 

^ssion This condition is apparently the same thing as 
dalt^rT^ rJiterstitial nephritis" m the adult It is very rare m 
in th niore than 20 or 30 cases have been reported 

incinrf The etiology is very obscure, and m some 

rf>rnrA~^u^^^^ ^ ^ ^tnnihal tendeney, as there are cases On 

conH f ^ niore children in the same family had the 

most probablyr ^ not an ebologic factor The 

® ’ E wid interesting characteristic of the condihon is 

occiurence of infantilism, and nearly all of these children are 
svmot^'^ ’^derdeveloped both mentally and physically Tlie 
The hi those of cliroruc mterstitial nephritis m the adult 

phied is usually very bgh, the heart is hypertro- 

and the visual and gastnc disturbances are conifflo: 

low £r polyuria and polydipsia The imne is of constai 
or amount of albumin, and a rare ca: 

the low sediment. The unnary changes, aside froi 

Posaibld^^n^fiT^ ^ unnoticed, audit i 

to find case) to make several unne examinations, anc 

so rare f ^ ^.bnormal save the Iotv gravity The disease t 

The hi ^ iiot have it m mmd it may be overlooked 

advisab^ “ ff 

veloped rh u readings on any imderde- 

tlie Jadn ^ iieadache or visual symptoms At autopsy 

in size, and histologically 
is the onl^^ changes of “chronic mterstitial nephntis Tins 
blood-nressirr^™* nephntis m early childhood m which the 
Pertrophv m p. i^gh, and m which the cardiac hy 

/types of npriK ^ diagnostic value In 

both acute and chronic, the 
bbe same diam^i^ be high or normal, and is, therefore, not of 
TS^prtr:f ^ the adult 

^d the chanr-ps ° condition m children is always bad, 
at best boy wfi] hve only a few months 
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IMPROVBMEWT m the medical treatment of 
CHRONIC ULCER OF THE STOMACH ANV> DUODENUM 

General Principles of Treatment. — We will first outline the 
Pmoples of treatment and then give the detaila of our routme 
iVe are always somewhat at a loss in treatmg a disease of whose 
cause we arc not sure The latest trend of opinion favors 
^ mfectious ongnx. Rosenow and others have pi^uced ulcer 
^ bacterial infection, and we now try to root out all somces 
infection In ulcer cases We clean up pus-pockets about the 
ifteth and tonsils and sinuses, as well as remove an infected 
or gall bladder This is good for ulcer patients and 
^Or anyone else, and we have been very scrupulous about it for 
past few years It is too soon to judge end results Our 
^npression is that recurrences are less common where this is 
done, 

^Vhatever the origin of ulcer, whether infectious or not, we 
J^t to know iehat keeps it from healing and makes it chrome 
has been well established both by experimental work and 
^observation of patients, and serves as a working basis for treat 
*aent 

'Ike most important factor which retards the healing of ulcer 
^ delay jn emptying the stomach A second factor is the pres 
^ce of an abundance of free add 4. third factor is mechamcal, 
Ihe irritation of the ulcer bj peristalsis, spasm, and food par 
i^cJcs Therefore in order to heal a chronic ulcer we must 
everything which increases gastric acidity, peristalsis or 
or the total work of the stomach 
lie must use bland foods which cause least aaditj hast 


MS* 
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secretion, least peristalsis, and leave the stomach quickly, and 
use other measures which reduce secretion, peristalsis and 
spasm, and promote emptying of the stomach (sedatives, atio- 
pm, lavage, etc) 

We must espeaally reheve pylonc spasm, which is a far more 
common cause of retention of food than tissue narrowing 
There is no question that psychic influences, nervous stock, 
mental stram, and overexertion play an important part in 
velopmg and contmumg ulcer This is no doubt brought about 
by increased spasm and mcreased secretion of gastnc juict 
We must rest and build up our patient and teach him h> ^ 
emotional excess and try to change his faulty mental habits. 

Above all, we must titdmduahze tlm ireaUnent, all ulcer cases 
can no more take the same treatment than all diabetics can ea 
the same diet We must treat the ulcer accordmg to its 
tion and size and the changes m fimction which go ^ 

treatment is an experiment to be watched and followed, 
mcreasmg the diet m a diabetic ^ 

We can be more patient with the duodenal than wi 
gastnc ulcer, and contmue the treatment longer m the 
difficnilties, for we have not the fear of cancer hanging 

We can afford to try medical treatment m the smaU f ^ 
ulcer, while with the large one we prefer to call a surgeon ^ 
men consider the demonstration of any ulcer m the stomu 
an mdication for a surgeon We do not agree If fh® 
tnes to excise every ulcer of the stomacdi regardless of ^ 
location, more patients will die of operation than of cancer 
The ulcer •with retention of food needs speaal attention ^ 
is on the borderhne between medicme and surgery 
relax spasm of the pylorus by the free use of atropm, or, 
be, remove the contents of the stomach at bedtune wi 
tube, and do everythmg possible, mcludmg rest m bed, ^ 
„ ‘ pi esses, and alkahes, to reduce imtation, infiltration, ^ 
"'ema about the ulcer Here we must get prompt and d ^ 
good results from medical treatment, otherwise the ease 
surgical 

Our only excuse for usmg medical treatment in these eases 
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IS the fact stated by Dr W H Ma}^ years ago, that delay tn 
emptying Ihe stomach tn chronic ulcer is due to actual tissue nar- 
tomng tn less than 10 per cent of the cases It is very important 
to deade whether delay m emptying the stomach is due merely 
to spasm of the pylorus or to actual tissue narrowmg I want 
to emphasize the use of atropm m deadmg this questiom Many 
a case of obstruction, which we beheve at first to be orgamc, 
relates almost entirely under the use of atropm and other treat- 
oieaL 'This Js well fllustrated by our first patient. 

Case I. — ^Mr R. C P C , age sitty nine, a very hard-workmg 
engmecr, has had a mild diabetes for len years, easily controlled 
by diet He had attacks of mdigestion m 1900, 1906, 1912, 
1918, lasting a few weeks to several months, with mtervals of 
80 od health between During his recent attack, which has 
lasted a month and which is like the previous ones, he has had 
^gastric distress or pam chiefly between meals, with heart- 
aia and aad regurgitation There has been no nausea and no 
v^tmg He has used the usual diabetic diet of eggs, meat, 
and some green vegetables and fruits, with a small amount 
bread and cereals. He hns had a blood pressure of 190 to 
^ for about five years, with rare headaches and dirsineas 
average weight has been 148 pounds up to three months ago, 
he now weighs 133 pounds He is a well preserved old 
with good teeth, his tongue is fissured, the heart is some- 
what enlarged. There 13 nothing to be found in the ordinary 
^^amination of his abdomen Hiq urme shows a slight trace 
a albumin and 1 per cent, of sugar His stomach, after a 
fa^t breakfast, showed low normal secretion. Free HCl 20, 
aad 39, no mucus, no blood with benzldm The 
^oimt removed from his stomach after a test-breakfast was 
showmg that very little of the meal had passed the 


329 
pylorus. 


*bbe Roentgen exammation showed a stomach of smooth 
with active peristalsis, a deformed duodenal cap which 
never able to fill out even under a long fluoroscopic ex- 
“''biabon and senes of plates. Very httle of the banum meal 
“d passed out of the stomach at the end of six hours, and at 
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the end of twelve hours fully half of it still remained in Ik 
stomach 

The diagnosis of duodenal or pylonc ulcer was made, and m 
^ite 0 the very marked obstruction medical treatment us 
egtm such as rest m bed, hourly feedings, alkalies, and abo- 
pm with the hope that a great deal of the obstnicbon was due 
to ^aam and inflammatory edema and would promptly snbade. 

ought the posslbihty of cancer was remote, but the stools 
were tested every few days for blood They were found n^ 
tive after the first four or five days 

Under this medical treatment he made an uninterrupted 
recovery, gamed about 15 pounds m weight, and has tad si'" 
solutely no gastnc symptoms for a year 

This case shows how marked an obstruction may be present 
as a result of secondary spasm of the pylorus assoaated with sn 
cer nearby, and how completely this type of obstruction msf 
soinetmes be reheved by appropriate medical treatment 

e patients with a ^ood-stzed gasinc tUcer, with a crater as 
e as a 5-cent piece, well up on the lesser curvature, who re- 
fuse operation, are a trying class Medical treatment sometnnes 
gives excellent results, but we always feel as though we were 
P .Jung with fire, and the patient may remain only partollf 
(See Case V) 

In the ulcer winch bleeds everything must be sacrificed to 
® P e bleeding, and the case overhauled and classified latff 
ast, but not least, people differ greatly m their genersl 
™ e-up and abihty to tolerate an ulcer The patient must be 
treated as weU as the ulcer 

Hospital patients often require surgical treatment of nlcat 
tn private patients would not, because the former are uuabk 

aad a 

Lf fT up Syetem —I want especially to emphasize the ffesd 
nec«ir, m chronic ulcer This is just as 

' Thi-? ell ^ ^ diabetes These ulcers are essentially chrouic- 
® carefuUy explained to the patient. The grest 
I see m medical treatment is the lack of following th« 



MEDICAL TEEAIUENT OF ULCER OF STOMACH I435 

2ses carefully for months and protecting the stomach from im- 
i^hon for a long time 

Every ulcer is different from the last, and every medical 
xeatment is m the nature of an experiment, and needs careful 
vatchiDg and frequent modification There is no such thing as 
^the ulcer treatment” any more than “the diabetic diet.” We 
lo not want to lose track of a case of diabetes and only have 
^ r^Kirt when there is sugar m the unne, neither do we wish 
^ lose track of a chronic ulcer and only have firm report when 
symptoms are severe. To watch the patient with chronic 
and protect him from recurrence is just as much our busi- 
ness as to keep the diabetic sugar free 

We do not depend simply on the patient^s Hymptnmg and 
general condition, we use the Roentgen ray freely to watch the 
changes tn the ulcer and that ejff'ect on gastric function 
follow up system we emphasize the foUowmg pomts 
tests of the feces are made every few days at first until 
, ^ pWBistently negative After convalescence, in 

^ou to regular reports at intervals on general condition, 
^^ptoms, weight, etc,, we make a Roentgen ray examination 
® c patient at the end of three or four weeks, and at intervals 
tn^ or four months for a year or more after this, depending 
^ c case, in order to study the anatomy of the ulcer, changes 
peristalsis, persistent spasm, the emptying of the stom- 
etc. 

Of the occasional functional tests, the motor test is the most 
portant We use the fluoroscope personally because we usu- 
. '^bme the motor test with the observation of the ulcer 
vlr Reneral practitioner will naturally use the stomach- 
w for the motor test It is, of course, much snnpler and more 
avmlable. This is not the place to discuss the relative 
of banum meals and ordinary meals m testmg the motor 
of the stomach They run closely parallel, as a rule 
The response of the patient to treatment as shown by symp- 
motor tests, blood tests, and the anatomy of the ulcer 
gives us a due to the expectation of cure This observa- 
of the patient has great value m protecting him from 
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cancer It is safe to say that m nine-tenths of the ulceis ffUcb 
‘‘go bad” cancer could be a-voided by an effiaent follow-sp 
system and constant -weeding out of cases unsuitable for medical 
treatment Not a smgle unpleasant suipnse of this kind has 
occurred m our ulcer cases smce t hi^ follow-up system has be® 
earned out 

A follow-up system is equally -valuable m cases after c^iera 
tion In addition to judgmg the case by general condition and 
s3unptoms, -we emn deade by Roentgen exanunabon about tie 
anatomy of the ulcer, whether or not the new opening is irwi 
mg -IV ell, if It IS m the nght place, or too large or too smaB, 
whether or not food goes freely and promptly through it, wheth® 
the stomach empties too fast or too slowly, whether the cutting 
of circular fibers has hurt the muscular action of the stomidi 
and (m.used food to pde up m the lower end of the stomach bdew 
the openmg, and whether adhesions are present More ^ 
one exammation is usually needed when stasis, spasm, or po ^ 
mg IS found These changes axe often variable and may 
disappear after the use of atropm Neglect of this rule has 
to -wrong opmions about the stomach and its functions 
sometimes to needless secondary operation 

We must have all this data to deade what later treatm^t is 
best for the mdi-vidual case We have frequently been ab e 
quiet the fears of the patient, lest something had gone wrong 
■with the mechanism of the stomach after operation by demc® 
stratmg normal, smooth emptjung, and then have stopped 
symptoms of irritation by simple medical treatment 
This medical treatment of ulcer cases after operation is 
important The surgeon frequently tells his patient after 
tion that he is now perfectly well and can do anything he 
I have met this statement ngain and again, and it is rarely tm 
The ulcer case -with gastro-enterostomy or excision is damaE^ 
oods,” and frequently needs some medical advace m 
'eep well I have a long and steadily lengthening hs^ 
abents who need help after operation, usually after gastro" 
enterostomy , not m the first week or few months after operatio^ 
but SIX months or more later The old s3miptoiiis retura 
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uadity, distress, pain, voimting — and the patient fears another 
deer, perhaps another operabon Exanunabon almost In- 
shows that the pabent has become careless m vanous 
fsys in regard to diet, mental strain, tobacco, or alcohol Frc 
nrently the eiaminabon shows a tendency to hyperaadity and 
"Ps® and active penstalsis The stomach is usually empty in 
•i^ormal tnne We have an rmtated stomach, not another 
'dt®' A short course of ambulatory mechcal treatment has al- 
oosf always chected these symptoms and brought about a 
Wum to health which lasts as long as the pabent uses care I 
™aly believe that some regular medical advice and follow up 
Sf^stein a desirable m all surgical ulcer cases 
, ^ emphasise once more m dosmg this paragraph on 
follow up system, that chrome ulcer must be considered a 
‘‘oous chrome disease which produces years of indivldualisni 
™ frequently threatens hie It becomes us to take it seriously 
nwWi the patient care/uUy far long periods and neglect no 
®portant details which will help him to get well 

appears as if there were real dijferencei of 
between physicians and surgeons about the Irealmenl of 
^ These diderences are not real They are due nhn'/l 
to the difference in the material seen ITjr earlier anA 
cases come to the physician, the laUr, more iOtw* and 
plot cases, are selected for the surgeon to nm 
surgeon is a httle mtclerant of^y mcdl^ 

^ojuc ulcer because he only sees the classT« jT f 

‘»'<Jlcal treatment has fafled ^ 

Medical treatment, properly used nth tV 
methods -we now have for diagnosi' i 

^ more chronic ulcers than surgery //Id 

fs a better treatment, but becau^t h l-ccauv 

choose our case for medical (reatrwi 
J^ogment, and remember that turwed < ^ 
proper medical treatment Icai« cS T ' "iT* where 

“^EToupoIcaseswhichwcan. ' « f way* a good^ 

'O'ans, andwcoweagrcaldettv#’^^^'^’*^'''^'^^''*^”’'*^^ ' 
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The surgeon sometimes twits the physiaan with the fad 
that his "cures” are not all cures, some of them are amply 


remissions 


What are the signs of cure of an ulcer? A long peno^ 
freedom from sjnnptoms, say six months or more, the longer tit 
better, combined with normal gastnc functions, absence 
blood m the stools, and a marked or complete change m tit 
anatomy of the ulcer (filled up crater, normal peristalsis, no 
spasm or hour-glass contraction) When an ulcer reappeac 
after such an event, I think we are justified m callmg ® ^ 
ulcer, not the recurrence of an old one Ulcers m 
patients recur much more frequently than m the well to 0 
account of coarse diet, alcohol, hard work, and unfa 
conditions, and therefore need surgery more often 
The anatomic results of medical treatment of 
judged by the Roentgen examination of the patient, are 


interesting They are most easily studied in the ul^ ^ 


the lesser curvature which have a defimite crater, ^ 

spastic hour-glass deformity, and also m ulcers of the du 
where there is a characteristic deformity We have se® ^ 
crater of gastnc ulcer along the lesser curvature en y 


v-j-ciLCJ. gasmc Ulcer aiong uic icssci 

appear m several cases after medical treatment, hut 


we have not seen a smgle markedly deformed duodenal 


has entirely filled out to its former smooth, ^ 


after treatment Evidently a certam amount of sc^ 


adhesions have persisted which stdl deform the dehca 6 
of the duodenum This is true even m cases wluch have ^ 
entirely without symptoms for a year or more, and ^ ,,-eatly 
considered cured The deformity of the duodenum has 
lessened, but not entirely disappeared In ulcers at the p 
without definite crater and with a good deal of 
scar tissue the anatomic changes after treatment are not s 
Even in healed ulcers along the lesser curvature 
" If* usually gives a small, smooth, rigid area over 
peristaltic waves do not nm 


We must give just a word of wanung about usmg 


theRo«“^ 


gen ray to study the anatomy of the healing ulcer 


We 


be very careful and thorough with the Roentgen exami^® 
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iW use the fluoroscope as well as tale plates for record and for 
•irtail We must not be misled by varmtions m appearance 
caused merely bj different degrees of filling the stomach and 
I duodenum or different angles at which pictures are taken It 
h even possible that food may occasionally stick In the bottom 
of an ulcer crater and make it appear shallow Ulcers are 
'O’lally less well seen after a gastro-enterostomy, as the banum 
, meal may run rapidly out of the new opening, leavmg the 
emach only partly filled 



Fro. 243 — Nocmal duo- 
denal cap for comparlaon 
(life •!«) 


, difficulties can be overcome with care We behe\e 

the Roentgen erammation, which fins proved so very help- 
m diagnosing ulcer, ran be equally useful in watchmg the 
"Xtlts of treatment 

The ulcer deformity tn poslopcraltre cases as viewed by the 
®®tgca ray behaves m much the way it does after medical 
^tment That is, deformity of the duodenum and pvlonc 
persist to a greater or less degree m ulcer of the duo- 
and pylorus, and usually is distmctly less than when 
“*t emmlncd The deformity in ulcers of the lesser curvature 
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frequently disappears almost entirely in a short tune, in oto 
areas of adhesions and scar tissue persist 

Out of a proup of about 30 incdtcal coses •which have tks 
far been followed for a year or mote after medical treatment I 
have chosen a few to illustrate these pomts 

Case H— Dr H A C , age forty, in hard general practice, 
had an infecded tooth root and an infected antrum He has 
had typical hunger-pains and soda habit, with rare ni^t pam, 




Fjc 245 — Duodenal 
and B half year* later, medi® 
treatment free fro® 
over a year, some dtfonmtyF 
sigts (life eue) 


intermittently, for three or four years His stomach contents 
owed very marked hyperacidity, and Roentgen exammah® 
sitJwed a deformed duodenal cap as seen m Fig 244 Compaq 
■wi Figs 242 and 243 of normal duodenal caps The stonm 
emptied in the normal tune 

After takmg ambulatoiy medical treatment of the ulcer 
as ronam^ entirely weU for a year and a half _ 

e stm have 'the deformity which is sho'wn m Fig 245 
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duodenal cap 13 stiU very hard to fill, and there is a kink m the 
second part of the duodenum which remains filled longer than 
nonnal, evidently due to adhesions 

Case in. — Mr H K. E is a business man of forty-sii, who 
had typical hunger pams for three years I saw the pabent 
first at the bme of acute hemorrhage. A good sized amount of 
blood was passed by the bowel and also vonuted A good result 
was obtamed by the usual ulcer treatment m bed 

A Roentgen ezaminabon made two months later showed the 
cbaractensbc deformity of the duodenal ulcer as seen m Fig 246 



Fio. 246— Cue HI Dnodenal ulcer hemorrhage (life lire) 

The pabent was a very nervous man and had many minor 
setbacks, but finally became free from dlgesbve symptoms, 
and has remamcd so for nearly a year Figure 247 shows the 
contour of the duodenum after eight months’ absence of digest- 
ive symptoms Instead of the marked deformity of the duo- 
dennm found at first with acb\c ulcer, we hn\e left a very small 
bregulanty on one side of the duodenum, evidently a small area 
of scar tissue 
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h ^ ^ IS a housewife of sixty-seven, who iii 

dull epigastnc pain, coming two or three hems after nieals 
a year and a half, with httle relief from soda or food Slit 
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has lost 5 pounds in weight. The stomach contents showed 
low nonnal secretion, without mucus, with a trace of blood with 
thebcnndm test 

A Roentgen examination showed a stomach which emptied 
promptly, a characteristic ulcer crater about the middle of the 
lesser curvature, as seen m Fig 248 The sire of the ulcer crater 
was a little less than a 5-cent piece 

A HlflgnAgrc of gastric ulcer was made, with the posslbihty 
of cancerous degeneration and operation advised The patient 



refused operation and was put to bed and took tbe usual ulcer 

treatment Her symptoms entirely disappeared She gamed In 

^^cight and hfls remamed well for a year and a half 

A Roentgen examination of the stomach six months after 
Winning of treatment showed no sign of the ulcer at the 1(3 
Curvature or any other abnormality of the stomach (Fig 249 ) 
The next case illustrales a less complete result of medical 
treatment in a gastnc ulcer high up on the lesser curvature 
Case V— Mrs. C P B , a housewife, aged fifty, formerly 
Wen, six months ago began to ba\c sharp epigastric pain with- 
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out relation to meals, and vomitmg soon after meals mtboul 
blood, and lost 20 pounds in the last six months Four monlb 
ago two cj^sts of the ovary were removed and a retrovertcd 
uterus pulled up mto place FoUoivmg the operation the ston- 
ach behaved well until one month ago, when all the symptoms 
returned She is a long, thm, frail lookmg woman, with a smal 
tender area in the epigastrium The stomach contents showd 
normal secretion, a trace of blood with the benzidm test 



A Roentgen examination showed a characteristic ulcer ^ 
^^^nnty about the middle of the lesser curvature of the stoma 
e crater of the ulcer was about 2 cm wide and 1 cm de^ 
^ deep mcasura of the greater curvature opp<®^ 
e cer (Fig. 250) There was a good deal of ptosis of 
stomach and bowel The stomach emptied m six hours 
r e diagnosis of chronic gastnc ulcer was made, and 
given the usual ulcer treatment She gsi® 
y m every way imtil at the end of two months she 
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free from symptoms and had gamed 15 pounds A Roentgen 
eiamination at that time (Fig 251) showed that the crater of 
the ulcer is practicaUy filled up smooth. There is a httle m- 
cisura opposite the site of the ulcer which shows there is still 
some imtabon there. On account of the general improvement 
and the anatomic change the prognosis was considered to be 
good After this tune the patient passed out from under my 
observatioii 



In Case VI we have an example of a duodenal ulcer not 
recovering under medical treatment, but bemg made fairly 
comfortable and ref using operation The anatomic changes m 
fhe duodenum remam practically constant for months 

Case VI — ^Mr A T K. Is a manufacturer, aged forty, a 
worker, a rather nervous man, now retired for four years, 
nsd had many ulcerated teeth, none for a year, for fifteen 
ycnrs has had Intenmttent attacks of epigastric distress, commg 
or two hours after meals, reheved by food or magnesia. 
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occasional severe vomiting, no blood, no old food, loss of about 
8 pounds m weight ' 

Physical examination showed vague tenderness m tk ejt 
gastnum, a moderate increase in gastric secretion, ivitliout blood 
or mucus 

Roentgen examination showed a stomach normal m posit® 
and outlme, with deep vigorous peristalsis There is a maitei 
constant irregulanty of the first portion of the duodeafflo 




(Pig 252) The appendix was seen, apparently norm^ 
ommation of the gall-bladder was negative A diagn®®® 
duodenal ulcer was made 

He Was put on ambulatory ulcer treatment, with 
symptoms There is a tendency for a shght distulbantf 
with indiscretion m diet, and it has been nnpo®®' 

' ' / clear up bis disagreeable symptoms Se had g®® 
5 pounds m weight at the end of six months 
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The second Roentgen examination six months after the first 
(Fig 253) riiowB the deformity of the duodeninn pracbcally 
unchanged In thia case surgery was advised on account of the 
partial success of medical treatment, but the patient would not 
consider it 

Synopsis of Medical Treatment ^JResi tn Bed — This is 
needed for one to four weeks m the more severe cases, par- 
ticularly the gastric ulcers, and all cases where there is much 
pam or such complications as obstruction, hemorrhage, or 
malnutrition I always prefer a week m bed for all ulcer cases, 
but It IS not absolutely necessary m the nulder type of case, 
particularly the duodenal ulcer m vigorous men without com- 
plications I have usually obtamed excellent results in these 
‘^ascs by the use of diet and drugs without the necessity of tak- 
ing the patient entirely away from his business and putting bun 
to bed 

Appltcaiums — Preismtx compress changed every 
twelve hours is frequently useful in relaxing spasm and making 
the patient comfortable If there is pam, a flaxseed poultice 
*^y be used 

Diet is subject to more hobbies than any other part of the 
treatment, we must remember that radically different diet 
schemes m the hands of experts show very small variation in 
the percentage of cures We have tried to make no restrictions 
that are not needed 

In the more serious cases we give two or three days of exdu- 
®ve rectal feeding at the start, m order to refit and quiet the 
*toma(h, lower secretion, lessen peristalsis, relax spasm, and get 
the stomach entirely empty We use 8 or 10 ounces of 10 per 
“^t. glucose solution m water, to which 1 ounce of 50 per cent 
alcohol may be added (Smithies) If necessary, 10 drops of 
tincture of opium may be put in every second or third enema 
is given by the drop method three or four times a 
daj Rectal feeding gives more water than food, but about 
^ calories are absorbed, and the glucose prtrvcnts starvation 
aadosis 

'Vhen htUe or no food is given, chewing paraflin wax a half 
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dozen times a day Leeps the mouth clean, stimulates the flow of 
alkalme sahva, and lessens hunger contractions and thirst 
We use chiefly carbohydrate foods at first because the) caise 
little aad secretion and pienstalsis The pylorus is relaied aid 
opens easily This keeps the stomach empty and the acids low 
We use chiefly cereal gruels and cream soups or powdered 
crackers and milk Milk is better given m cereal gruels or with 
egg) or predigested, or mixed with cream or crackers, on accomt 
of the tendency of plam mill to form hard curds in a sour stom 
ach The diet is a much modified Lenhartz The following is 


the usual scheme 

First Week — Strained cereal gruels or stramed cream soups 
made from vegetables, or milk and cream equal parts, or pow 
dered crackers and milk are given m hourly feedings, 
with 1 ounce and mcreasmg up to 3 or 4 ounces If j 

Lenhartz feedmg may be given, namely, 8 ounces of 
2 eggs beaten up and divided mto twelve feedings, one e 
hour Each day add 1 more egg and 3 ounces of 
6 eggs and 1 quart of milk are taken On the 
ji ounce of sugar or milk-sugar to the beaten eggs, 


mcreasmg to 1 ounce of sugar . ^ 

Second Week — One-half the eggs (3) may be so 
three feedmgs of 1 ounce each of boiled nee or other we 
cereal (not oatmeal) served with sugar and cream One- 
1 ounce of butter per day Gruels, cream soups, egg 
one or two pieces of very dry toast well chewed, or 
macarom, Mellen’s Food, or malted milk, custard, cream 


ice-cream Six meals a day 

Third Week — ^Add 1 or 2 ounces of scraped beef or 
chicken, chop or steak daily, also simple cornstarch, cus 
and nee puddings ^ 

Fourth Week — ^Add well-cooked mashed 
table purfies, apple sauce or stewed pear, finely chopped sp ^ 
After Fourth Week — ^The foods to take are milk, hut 
cream soups, cocoa, soft cooked eggs m any form, two at a ^ 
may be eaten as often as twice a day Fish must he fr 
always broiled, baked, or boded — ^never fried Fres 
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lamb, mutton, or chicken may be eaten m moderate amounts 
once a day The meats should be as tender as possible, always 
roasted or brofled, not cooked too much, cut fine on the plate, 
and well chewed before swallowmg Toast, crackers, breads, 
rolls, and plam cake when not too fresh are allowable at aU of 
the meals, and plam fresh butter m large quantities The 
cereals — commeal, hommy, cream of wheat, farma, nee — must 
be well cooked The best vegetables are nee, mashed potatoes 
(white) or baked sweet potatoes, asparagus tips, young peas, 
chopped spinach Any dessert made of cereals, butter, milk 
or cream can be used (custard, simple puddings), also simple 
ielhes Fnnts — apple, pear, peach, prunes, apneots — should be 
baked or stewed The best dnnk at meals is plain cool water or 
hot malted milk or cocoa 

General Directions — Eat slowly, chew well, no very hot or 
'ary cold food no worry at meals Never eat until overfilled 
Take a httle lunch between meab, for example, a glass of malted 
milk or cocoa with one or two crackers No raw fnnts or vege- 
tables for six months 

For the ambulatory cases we use the following scheme 

The general plan of the diet is three moderate-sized meals 
at regular intervals in the day, and supplemental meals of malted 
■Bilk or milk reinforced with cream, cocoa, and crackers between 
■Beals and before retiring All of the solid foods should be 
tender, cut very fine on the plate, and thoroughly masticated 
before swallowing Altogether, foods should be taken at least 
bia times m a day m one or the other of the two types of meals 
ho meat broths, condiments, spices, coffee, “soda water,” al 
cohol, coarse or salted food, very hot or very cold foods 

The foods permitted for the mam meals are cream soups 
Fggs m any form about four m a day Cereals (well cooked) 
■"th cream m the morning Macaroni, vegetables, any that 
Brc well cooked and mashed, such as potato, squash, rice, finely 
^Bpped spmach (no green vegetables, fnnts, berries or nuts) 
Desserts, any made of milk, eggs and cereals (custards, sunple 
Puddings), and jellies, cream cheese, cooked frmt — apple, pear. 
Peach, prunes The best dnnk at the meals is water, hot cocoa. 
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or malted milk Butter, cream, mDk, eggs, cereals, and biad 
remam the mam foods of the diet Ohve oil should be tako 
after the mam meals, a dessert or tablespoon. 

After the first or second week fresh beef, lamb, or cludo 
roasted or broiled, or fresh fish broiled, baked, or boiled maybt 
taken once a day 

The Stomach-tubc — This may be needed for the first few dap 
tn cases vnth marked spastic obstruction to help keep the stomad 
empty There need be no hesitation in using it for this pffl 

pose m ulcer cases I have never seen it do harm in a mechanical 


way 

In general, with atropm and a moderate use of alkah^ 
together with a bland diet and plenty of fats m small repeat 
feedmg, the tube is not often needed 

If distress occurs m spite of very careful treatment, it ® 
always fair to use the tube to see why (gastnc stasis, o 


contents, etc ) 

The Duodenal Tube — ^I have given the 
thorough trial m chrome ulcer, and no longer use it t 
good results, I can vouch from my own experience, but g£ 
as good or better results by the treatment already ou ' 
with less discomfort to the patient The duodenal 
helped me more m cases of persistent vomiting m d 


women than m any other class of case 

Drugs — ^The most useful are the alfcahes and atropm 
Alkalies — ^We give them on the theory that distress or 
is due partly to mcreased jienstalsis and muscular spasm; 
thus to delay m emptymg the stomach and partly to im ^ 
of the ulcer by free aad Our object is to neutralize 
and check spasm and help the stomach to empty N® ^ 
more defimte m medicme than the rehef of hunger-pam m 
by alkahes It probably is not necessary to neutralize e^ 
trace of free aad to get these good results The use o ^ 
^ sive amounts of bicarbonate of soda may even irritate ^ 
j stomach Soda has been much discussed, and experts get ^ ^ 
\ lent results m treatmg ulcer using either httle or much, ^ 
shows that the amount given is not vital I beheve the mi 
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coorse b the best Five to 10 grams of calaned magnesia is 
often better than bicarbonate of soda, whose neutrahzmg power 
a low, about one-quarter that of magnesia, and forms trouble- 
some gas (COj) Many cases need no alfcalies if the diet is prop- 
erly regulated 

I believe that the scheme that Sippy has so much emphasized 
of giving small amounts of bicarbonate of soda and omd of mag- 
nesia between meals at first is a good one We may use milk 
of magnesia, 2 to 4 teaspoons, instead, and we can alternate the 
magnesia with a nurture of subcarbonate of bismuth, 10 grains, 
and sodium bicarbonate, 20 grains, if the bowels become loose. 
Some objection has been raised to this alkahne treatment on 
the ground of nritatiou of the stomach and hydrorrhea, but I 
find that tins rarely occurs, and when it does appear, soon passes 
off. 

The common fault of the family doctor m these cases is to 
'■to too httle alkali, and to uiail iitt patn appears and then reJtese 
it This IS a senous mistake It is very slow work heahng an 
tilcer m this way We should aim to prevent the appearance of 
these painful periods of spasm and peristalsis and oddity by 
trequent small feedings of bland food and by the use of alkahes 
in advance of the customary pertads of hunger pain Patients are 
often "afraid soda will hurt the linin g of the stomach ” and need 
to be encouraged A few patients with ulcer have habitually 
fitw gastnc secretion, here alkalies are not needed 

Alropm, lie gram, two or three times a day, is very useful 
in relamng spasm and checkmg secretion, and the bedtime dose 
is one of the best means of getting the patient comfortably 
ih'ough the longest interval between meals I see no advantage 
in givmg it subcutaneously except m cases of \'omitmg or hemor- 
rhage, the physiologic result is so readilj obtamed by mouth 

hydrogen peroxtd promised well as a powerful means of 
checking gastnc secretion, but it has proved too imtatmg, e\en 
when Well diluted, and I have gi\xn up usmg it, 

Bismuth is much used, and probably has some effect m pro- 
^■’'i'ng an ulcer It is not important. In a senes of test cases, 
P^ing c\-ery other case bismuth, no difference m the result was 
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noted It IS valuable as a corrective if much magneaa has to 
be used 

Tobacco — If the patient is a smoker, it is very desirabltto 
greatly reduce or omit tobacco 

Hemorrhage — We want a quiet contracted stomach, to let 
the open blood-vessel retract and close the folds of mnctos 
membrane and favor clottmg We want low or moderate blood- 
pressure These indications are best met by a subcutaaeoffi 
mjection of \ gram of motphm with -h gram of strydmm, to 
keep the stomach contracted Absolute rest m bed, no food by 
mouth for a few days, no vomitmg, no unnecessary handling, 
no lavage, no rapid mtroduction of fluids, no stunulation nd® 
the blood-pressure falls very low We keep up the body wannt^ 
and furnish some flmd by rectum or mtravenously if absohit^ 
necessary A large enema of normal salt solution is usn^ 
undesirable It fills the vessels, raises pressure, thms the b i 
and lessens its coagulability . 

In hemorrhage cases we always begm with rectal 
alone, but have no hesitation m giving food by mouth after W> 


or three days ^ 

Lavage is dangerous and very undesirable, as a i 
account of gaggmg, mcrease of blood-pressure, and pens ^ 
cases are reported where the tube has helped by 
full bleedmg stomach just as we empty a full uterus, but 


not seen one 

One of our first thoughts as we stand beside a 
patient is that we must stop the bleedmg at once Om ^ 
thought IS that the various vasoconstnctors and coagulan 
not very rehable There are plenty of platelets and coaguw 
ferments m the blood, and httle or nothmg is 


more 


We usually give ^ to 1 teaspoon of a 1 1000 adren ^ 
tion m J ounce of ice-water by mouth for local 
stomach if the bleeding contmues It should not be used m 
venously, as it promptly raises the blood-pressme . 

With regard to coagulants, we know there is a natural s 
increase m coagulability m hemorrhage There is no ^ 
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toy of the coagulabon dements and the coagulation tone is 
wmnd or less Coagulants may be useful m small contmued 
oomig or in preventmg a second large hemorrhage, but the doses 
tttd to be given frequently, as thar action is very bnef 

There are many difficulties with blood-serums The danger 
of severe anaphylaxis, they are not powerful coagulants, they 
rapidly detenorate and are of httle use after a week or two It 


takes some hours to prepare serums freshly, and about a day 
passes after their subcutaneous use before they effect dottmg 
Fresh rabbit serum is the most useful, it is active and easy to get, 
tod causes less anaphylaxis. It is given subcutaneously 10 to 
^ C.C. every six to twdve hours for one to two days The 
serum of stock diphtheria antitoxm has almost no value 

Coagulose made from horse-serum keeps for a long tone and 
o active, 10 grams added to 8 c.c, of cold sterile water repre- 
stots 10 C.C. of serum It can be given subcutaneously, or mto 
It cannot he sterilized by heat, 
a^ys fed a httle doubtful about the usual preparation, that is 
ttle called for and has been on the druggist’s shelf for a long tone 
Coagulen, a powder prepared from blood platdets, is easily 
a® uble m water and may be given by mouth for local action m 
stomach m 1- to 3<iunce doses of a 10 per cent, solution in 
It is httle used at present. 

Calaum salts are hopdess m acute hemorrhage. They must 
given m very large doses for many days 
The value of transfusion %n acute first hemorrhage is under 
“ii^tossion, with the odds m favor of transfusion. This is more 
as a method of general hdp to a weak, anemic patient 
iitoi as a method of stopping acute bleeding from an ulcer 
Surgery— always want medical treatment for acute 
iranorrhages from the stomach It was only a few years ago 
wlicn not a smgle patient m the two largest hospitals in Boston 
iad survived an opemUon for acute hemorrhage from the 

Stomach 


Nearly all acute ulcer hemorrhages stop under meillral 
heatment and as Moynihan saya, not ox-er 3 per cent ol In i ly 
bletdmg ulcers could be saved by surgery at the time 
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^unmi hemorrhages, or oozing of blood which does set 
yi promptly to medical treatment, demand surgefy If sad 
patients could be thoroughly examined, definite reasons fe 
surgery could usually be found — ^large gastne ulcers, obstnic- 
on, etc Wjtb the present intensive study which is made of 
onic ulcer cases, very senous or fatal hemorrhages are becom 
mg more and more rare The senous cases are weeded ont and 
dealt with more thoroughly and much earher, and the nsk of 
senous hemorrhage is greatly reduced I have seen only one 
fatal hemorrhage from ulcer m the last seven years, and m this 
case there had been repeated warnings which, if attended to, I 
belike would entirely have prevented the fatal outcome The 
persistence of occult blood for several weeks m giite of cartful 
medical treatment makes one suspect cancer and justifies o 
ploratory operation as a rule 
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CHRONIC NEPHRITIS WITH EDEMA 

Report of a Case Tennlnating Fatally, Many Intorasting Foa- 
tnres, and Full Report of Autopsy 

Ik dinJc I ani gomg to discuss a case of chronic nephnbs 
^ has recently come to autopsy The pabent, a girl of 
^ entered the Peter Bent Bright Hospital August 31, 1917, 
19 l/““™'^ conbnuonsly until her death on October 9, 
^ <^-a penod of more than thirteen months During this tone 
of ww constant observabon and study, as a result 

M much useful data has been accumulated Some of this 
“o only be touched on here 

f history of this httle girl was unimportant except 

attack of “liver trouble” three years before entrance, 
kent t ^ ^ months, was accompamed by jaundice, and 

^ confined to bed almost aH of that bme Now, ihts 
onset ^ some sigmficance as a possible cause of the 

her nephnbs, espeoaly since she gives an mdefimte 
of nocturia for one year As you know, nocturia means 
^"^ening out of sleep to pass a goodly quanbty of urme It 
mclude voidmg at mght bj a pabent who cannot sleep 
c^^ng this definlbon then, noctuna is of considerable sig- 
ce m determimng the onset of any nephnbs Neces- 
y the nephnbs antedates the appearance of this symptom 
pabent I ha\-e some doubt about the accuracj of the 
ry of noctuna because dunng the pabent’s hospital career 
*T1***^ this symptom 

0 more probable ebologic factor m her was a rather mild 
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attack of diphthena three months before conung to la homij 
tins ihness she was at the Boston City Hospit^, and was dis- 
charged we]] BiadentalJy, her family blames the anbtotm fe 
the nephntis, whereas it was, of course, the diphtheria torm. 

Two tveeks after leaving the aty hoqiital her eyes becauB 
puffy (Note that tune — tts'o weeks The first symptom ol)- 
served in most of our cases of acute nephntis is swelling of tit 
eyes or feet, coming on ten days to two weeks after thepatsat 
IS apparently well of the causative infection The latter hu 
usually^ been a throat or upper respiratory mfection.) AW 
one neek later our patient noticed edema of the legs and" 
shortly — abdominal and facial swelling No hematuria, head- 
ache, or drowsmess was noticed She did, however, 
come nauseated and vomited a few tunes She was compeSw 
to go to bed, and two weeks before entrance 4 quarts 
fluid were removed from her abdomen She came to us tor 
"swellmg ” 

At entrance she showed general edema of the subcutanW 
tissues reaching on the trunk as high as the manubnum stenu- 
The face was puffy, the legs were swollen, and there was om 
siderable fluid in both pleural cavities and m the abdomoo- 
The latter was tapped for relief almost at once 

Apart from the edema, physical examination show 
httle There was the characteristic pale, pasty 
go With a somewhat lowered hemoglobin and an edematous 
Several teeth were necrotic The tonsils were not at 
larged Bear in mind, however, that the small buned to ^ 
may be very much more dangerous than the large ones m 
plugged crypts 

The heart was of approximately normal suk, the apex 
pulse being felt 9 cm from midstemum, corresponding 
left border of dulness The right border was percussed 3 5 
from midstemum There was a soft systohc murmur at 
apex The radial artenes were apparently normal , 

pressure was 165 systohc, 95 diastohc The unne sho^ ^ 
Se trace of albumin^ many granular casts, and a few r ^ 
white blood-cells 
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Ophthalmoscopic dammatioii made shortly after entrance 
: showed no abnonnaht} 

The picture, therefore, at thi«; tmie Tvas that of a subacute 
; DCphntis following diphtheria- 

The patient’s course m the hospital was essentially one of 
' stonng up fluid untfl she had to be tapped, and then refilling 
again. As tune went on the fluid accumulated less m 
. her subcutaneous tissues and more m her abdommal ca\nty 
' hi aD, her abdomen had to be tapped fourteen times m fourteen 
ttoaths There was nothmg m the course of her disease 
lhat was particularly unusual She had an occasional headache 
^ lad was easily nauseated and vomited These symptoms, how 
^ were usually pronunent only when her abdomen was much 
' <hsteiided with flmd She WES at all tunes rather weak On 
the whole, it may be said that her hospital hfe was charactenred 
by a senes of abdominal taps 

In the last quarter of her stay with ns her renal function tests 
hnd been showmg a progressive dechne Two weeks before her 
^eath she had a shght but nsmg temperature Wth this there 
developed an area on her cheek suggestmg, very shghtly, ery- 
J^P^tas (I rather doubt that It was this disease.) At once 
her face became terribly swollen and the edema elsewhere in- 
rapidly She voided less and less and was practically 
enunc for several days before death In spite of this extreme 
nhguna the patient had but few symptoms The urme picture 
Ranged to one mdicating great degcnerati-ve changes m the 
The fields of the microscope were filled with casts of 
aU kinds hyaline, granular, and cellular There was but little 
klood The blood urea nitrogen had chmbcd rapidly to 90 mgm 
the phthalein excretion would undoubtedly have been zero 
dwe could have made the test. (Output of unne was too low ) 
Tone sj-mptoms-severe headache, drowsiness, restlessness, 
«nnou5 breath, terrible nausea, x-omiUng, and twitching then 
appeared Her heart became very rapid and jttCRular, slic ( e 
’^'oped Cheyne-Stokes’ respiration and died, retain "k 
toousness to the end There was no cddcnce of anj a Wot r 
breathing and there was no nddosi' T i'l rc w err no con\ 

Vou a 92 
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^ Now, the outstanding interest in this case centers, of courst, 
m the edema and the salt-and-water metabolism Let e 
postpone this, however, until we have considered some of tk 
other features 


The results of routme urmalysis were interesting Ik 
specific gravity averaged about 1019 all along This is pretty 
high concentration for such badly damaged kidneys as the 
pathologist found Withm ten day^ of her death she was aWe 
to concentrate to 1025 for a twenty-four-hour period There 
"was usually a shght trace to a trace of albumin, numerous hys 
hue, less numerous granular, and occasionally a few cefinbr 
casts Red cells were numerous at first and gradually tended 
to disappear White cells, which were also numerous, decreased 
more slowly As has been stated before, during the last 
two weeks of life the kidneyrs were undergomg rapid degener 
ation The unne, as a result, was loaded with casts of all 
hmds hy^alme, and the more significant coarse brown granular, 
and cellular casts Curiously enough, there was but httle 
blood 


Table I is a summary of the other features, and is taken from 
charts which are too cumbersome for this exercise As you s*, 
the patient's thirteen hospital months have been roughly divid 
mto four equal parts This is as good a division as any, 
much as there were no sjjeaal episodes to make natural diw 
sions Let us consider some of the different items 

Take the blood-pressure first On the whole, the diast<^ 
paralleled closely the systohc, so that I shaU consider only tk 
tter This pressure fluctuated moderately from day to (ky, 
^th changes only mdirectly connected with the disease ^ 
example, there was a nse when the patient was up and about 
a fall when she was put back to bed There was also a si# 
when the patient’s abdomen was much distended Apsd 
^ *^^^^anges, however, the systohc curve is what y®'’ 

^ expect At entrance the pressure was moderately ^ 
ya , averagmg about 160 durmg the first ten days R th®* 
e to wound 135, where it remained for the greater part of a 
ow, remember that while a systohc pressure of 1^5 m 
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TABLE I 





Second 

Third 

Fooith 

ITaiti'iiiix 


qnrUt. 

gomec. 

quarter 

quirtcr 

vuittko*. 

Blood- 

Mamnmn, 

165 

145 

150 

202 ] 


premre, 

Minim tniif 

111 

120 

125 

110 

► 110-202 

iystoUc 

Average, 

135 

135 

135 

150 J 


Blood 1 

Maximum, 

100 

110 

115 

130 1 


pfmort, 1 

Minimum, 

72 

70 

80 

80 

70-115 

(fiutolic 1 

.Average, 

90 

90 

90 

105 J 


HitluJein ■ 

Maximum, 

i3 

55 

38 

34 ’ 


Minimtnn, 

28 

25 

23 

9 i 

9-55 


^ Average, 

37 

36 

30 

20 , 


Blood -crea. 

^ Maafamm, 

77 

27 

41 

122 1 


nitrogen^ 

1 Minimum, 

22 

14 

IS 


11-122 

[Average, 

26 

18 

20 

n J 


Blood 

r Majamum, 

55 

58 

58 

6 00 ' 


chlorifP 

Minimum, 

4.8 

56 

4 75 

4.85 

4 75-61 

[Average, 

SJ 

5J5 

525 

5,50 , 


tirine 

f Maximum, 1375 

650 

1025 

1400 ' 


^Itane 

Mmlmam, 

100 

ISO 

150 

0 

0-1400 

[Average, 

400 

300 

300 

750 


Urine 

Mazimani, 

0.54 

1 1 

056 

2.88 ' 


chlond* 

Mlnlmom, 

ao4 

0 

0 

0 

0-2.88 

.Average 

0 16 

08 

006 

08 , 


Unne 

Maximnm, 

12 

4 

10 

8.8 1 


nitrogen* 

Minimum, 

04 

U 

1 

0 1 

0-12 

Average, 

3 

2 

2 

4 J 



* Mpn. per 100 cx. * Grams per liter wbok Wood 

per twenty four hoora. 

normal for an adult, it is not so for a girl of ten Her normal 
be around 100 

During the last quarter there was a steady rise in pressure, 
''^'dung a niamnum of 202 at about the onset of her final stage 
"Das, of course, is \Try high, and is equivalent, in an adult, to 
•omething like 260 Such a pressure is unusual in a true dlilusc 
''uonic ncphntic. It is more like what we see in tlic straight 
'■ascular hypertensive Curiously tnou( li lier lilooil press 

ure feU in the terminal stage to 135 and llirn rof^ sgsln to 175 
*"^0 days before her death TIds drop lietoie deillli Is not \ery 
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imusual and is probably due to a relaxation of the whole \'asailu 
sj’stem 

In general, therefore, it may be said that the blood piessm 
was only moderately elevated during the greater part of Sit 
disease, was higher m the acbve stage at entrance, and eitremth 
high a short tune before death 

If you look at the excretion of phenolsulphonephthaltm you 
will see that, on the whole, our patient did pretty well Dm 
mg the first three-fourths of her hospital life the average qck- 
tion was 30 to 35 per cent instead of the normal 60 Now tin 
IS not at aU bad, and a glance at the maxmnim and mininiiia 
figures will show that at times the kidneys handled this die- 
stufi' almost as well as normally At one tune the pahsi 
excreted 55 per cent in two hours and ten minutes Beat la 
mmd, however, that a pathologic ladney under no strain may 
show a normal phthalein excretion, but when the 
apphed the function may be much depressed We have recent^ 
had a patient m the hospital who had a phthalem 
45 per cent, and a normal blood urea and blood chlon 
was operated on for his bematuna and a large polycystic 
removed There was not one bit of functionating renal 
left The other kidney was normal and was doing all the wo 
If you remove one kidney m a dog, the other will functioti 
maJiy under average conditions Even m a diseased kidney ^ 
extent of the damage is not accurately’' gauged by the us 
tional tests performed imder conditions of comparative ^ ^ 

such a kidney the remaining good tubules and glomcnih 
trophy and take on the burden of the damaged or destroy 
ones When these are pushed beyond their capacity, ’ 
they give way, and the function, which has been good, be® ^ 
distinctly poor The kidneys of our patient were domg^ 
niininium of work and getting a maxunum of rest on a low P 
tern and low salt diet, etc , 

In the last quarter there was a gradual but well-mark ^ 
' the phthalem excretion — ^no doubt to zero if we could ' 

■ -rformed the test at the end Inadentally, it was dunng 
period that the kidneys were put to the greatest strain ) 
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penod of high protein diets I do not believ'e, however, 
that this could have had much influence on the phthalem eicre- 
hon or on the outcome, smce her kidneys, during this period of 
feeding, did better work thni^ at any other tnne m the 
I refer to the excretion of water, salt, and nitrogen. 
The blood urea mtrogen curve is of significance for three 


In the first place it was normal or nearly normal 
dunng the greater part of the disease. It shows conclusively 
tii^t this substance may be normal when the function of the 
m other respects is almost nil For five weeks during 
^filch the phthalem excretion averaged 14 or 15 per cent- and 
^ low as 9 per cent , the blood urea mtrogen never went 
16 mgm (15 mgm. per 100 c c. is assumed to be the high 
of normahty under average conditions) This pomts to 
^ fact that the blood urea mtrogen is m itself not a sufficient 
of renal functioa When combmed with the phthalem 
®^txon we think it is quite so, even better than the more com- 
pheated Ambard or urea index. 

In the second place t.hi?; urea curve shows that this substance 
^^•^pendent on the mtakc of mtrogen m the diet plus the 
°^"^^kdown of tissue prot ein. In our patient there were but three 
P^odfi durmg which the blood urea nitrogen was much ele\’ated 
first two correspond accuratel} to the taiing of the high 
protem low fat diet of Epstem ahH the last, at the end of life, 
^ben there was a tremendous breakdown of bod> tissue As a 
of the latter there was a rapid rise in two to three weeks 
from normal to 122 mgm per 100 c-c. * c , about ten times the 

oonnal 


A third thought is brought out in the companson between 
til' blood urea mtrogen and the phthalem carves We are in 
habit of assuming that as one falls the other rises Tlil^ is 
in experimental acute nephritis in animals, and It setnis to 
be true in many patients for a short time after thc> cni, r llie 
bospital With a low protein diet and rest m brtl tin y |„g|,| 
to get nd of the excess mtrogen that they toic lim, , umnlm 
■og before entering the hospital With this mme, n rr|l„( of 
pressure on the Udnej-s and the function inipioitia lo mii li a 
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case the phthalem mil nse as the blood urea falls Theitis 
really no relation between the two, at least m our case. Tit 
two were quite dissoaated With the fall in the phthalem hem 
near normal to zero the urea m the blood remained at 01 mm 
normal Furthermore, m the episode of Epstem highpiotm 
feedmg, when the blood urea mtrogen rose the phthalem actually 
rose mth it 

The unnary mtrogen curve is of no great significance, and 
there is but httle excuse for doing this rather tiresome and 
monotonous grmd In thiq case the intake of nitrogen was kw, 
the output was about normal When the intake was raised tk 
kidne}^ tned to follow In this they were not very successfd 
On an mtake of mtrogen of 3 to 4 gm during the tune when 
patient was on a low protem diet, the kidneys excreted 2 to 3 g& 
If you remember that 1 gm or even more of nitrogen may 
lost m the feces, you will see that the excretion of nitrogen y 
the kidneys was very good When, however, the higher 
chets were fed the kidneys could not do as well On an m f 
10 to 12 gm they excreted only about 6 gm It may be of m 
est to note that dunng the two Epstem diet episodes these ^ 
neys were able to excuete as high as 10 to 12 gm of nitrog® 
twenty-folu hours on occasions 1 

Now to consider the most mterestmg part the 
water metabolism Let us take the blood cblond 
cases we feel that the determination of this substance re 
httle to us This is due to the fact that the laws 
concentration of salt m the blood are not at all esta ^ 
Furthermore, it is known that certam drugs may 
concentration of this substance by diqilacement of it out 0^ 
blood-stream, presumably mto the tissues Outside ^ 
too, if one IS doing the chlonds of the plasma, there may 
absorption of salt by the corpuscles if the blood is shaken 
vigorously with air The determmation of the chlonds 0 
whole blood, rather than those of the plasma, obviates this 
difficulty In fact, zt has been necessary for us to do this 
cause we were zmable to obtain blood charcoal . 

In our case the blood chlond was of considerable mt 
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protem, either the Epstein diet or our own standard nepfaihc 
salt-poor diet This is worth remembering, smce we do not 
often think of ginng our nephntics a high protem diet Can- 
ously enough, the Epstem diet increased the outflow of water, 
but did not affect the chlond excretion On the otki 
hand, our mixed standard nephritic diet with a lower pio- 
tem content produced a greater excretion of both salt and 
water During less than a month of this diet, from July 
26th to August 16th, the pabent excreted 29 gm of chlond 
This IS only 9 gm less than the entire chlond excreUon of 
the prenous eleven months m the hospital We had tned 
renal stimulants of all kinds, calaum lactate, purges, etc. 
but none of these had any appreciable eflfect on the water 
metabolism 

The chlond output was as interestmg as the water 
ordmanly thmk of these two as going hand in hand But, as 
you have seen, it was not so m this case The amount of salt 
excreted was extraordmanly small in comparison to the mtake 
The latter averaged about 2 gm per day In the table you 
see that during the first rune months our pabent excreted on 
average not more than 0 1 gm per day In fact, there were 
many days (once five days m succession) when not a bit 0 
chlond could be obtained m the unne j. 

Where did this salt and water go? A glance at Table 
will show you This is a summary of the tappings, the volu® 
of fluid withdrawn, the chlond content of that fluid, the t® 
unne chlonds excreted between tappings, and the appm^®* 
mtake during these penods ^ 

In ten months dunng which comparisons were made 
pabent took by mouth about 517 gm of chlond ’■ lu that 
period 418 gm were recovered from the abdommal cavity, rr 
only 98 gm were excreted m the unne , 

Just look at the column givmg the figures for the volume 0 
'flmd removed from the abdomen The pabent was tapped lU 
U fourteen times m as many months If we mclude the fl 
btamed at autopsy there was removed 96,500 c c. This is 
' See Table 11, December 10th to September 27th 
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TABLE n 


1 D«t* of 

Cj. . 

CL 

a 

a 


ttHWTcd. 

ta fiaU. 

fartitt. 

la ariM 

Aopat 16th. 

4 000 

cm. 

cm. 

cm. 

'September l«t 

5200 




lOadw 1»L 

4,500 


58 

729 

1 Octoter 29th. 

5 700 


56 

6.54 

tforanber 13th 

6175 


30 

2.09 

bwaiherlOth. 

4 800 

32 

56 

366 

Jutary 10th 

5900 

40 

53 

2.0 

Febciary 4th 

6,200 

41 

48 

17 

Much 7th. 

7 200 

47 

62 

50 

April 8th 

6 785 

43 

64 

50 

M»y2d 

7230 

48 

48 

15 

JnelOth 

10 000 

69 

60 

30 

J«ly 17th. 

9050 

64 

54 

110 

Stptonher 27th 

8 260 

54 

72 

650 

I^atinortem 

5500 

24 


Total 

96,500 

462 


113 78 


* Before entrmnce to hosprttJ aiDOtmt ooly appcorlmate 


to well over 200 pounds, or three times the body weight of 
the child 


It may be of interest to know that the asatic fluid in this 
Was always of the opalescent gray type, rescmblinR, in its 
of course, chylous asatic fluid This sort of fluid 
been typical of all of the nephntics we have seen m the lost 
years In connection with the removal of the fluid in the 
•hdomen the basal metabolism is of interest, too It was found 
^ he very low (—35) just before tappinir We thought that 
Ihe removal of the abdominal fluid might raise this to nearly 


^rmal, on the assumption that the patient’s true body weight 
''One of the figures used m the calculation— was more ncarlj 
after the removal of the fluid This did not pro\c to 
^ correct. The metabolism determined the morning after the 
had been removed showed practicaUy no changr (-15 
^- 33 ) 

The creatinin in the blood Is supposed lo I>c of oMlnlmirr In 
^ttnmamg the prognosis of a gisen case Tl.ls Is bnsc.l .m lUr 
that this substance Is handled will, the f-rralcnl eav b) 
^ tjdne} therefore, this Iiegln* f'’ acctmiiilnie In (be 
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blood it indicates that the kidney is badly affected In our caa 
it did not help us much The blood aeatuun was only 2ii 
mgm per 100 c c ■within twelve days of her death With th 
rapid breakdo'wn m tissue protein before death it rose rapidly 
as one ■would expect, to 14 mgm per 100 c c 

Before speakmg about the postmortem examination I sh 
like to say a word about the eye-grounds m this case The 
were exammed repeatedly, and they seemed to be peri 
normal m every respect until the end About ten dayw ® 
she died she had blurrmg of her eyes, and exammahon showe 
moderate blumng of the opfac disk m both eyes and a ew ^ 
of exudate m one eye 


We were mdeed fortunate m gettmg an autopsy to 
this case This, too, showed many mterestmg features 
pentoneal canty there were 5^ hters of flmd The 
was much thickened, as was the pentoneum everyw er& 
was brought out strikmgly m the comparison between e 
surfaces covermg the two sides of the diaphragm 
toneum was about three times as thick as the pleura op 


It This IS of mterest because, you will remember, 
kept accumulatmg more and more m the penton 
The pleural ca'vity was only occasionally affected ^ 
this thickemng of the pentoneum ■was responsible m gre^ ^ 
for the de^viation of most of the stored water and 
cavity or whether the thickemng was secondary to the a 
tion of flmd here is hard to detennme In this regar , ^ 

that the whole pentoneum seemed uniformly thi 
that those parts that were presumably most m contact wi 
flmd were no more thickened than the other may be 0 
importance 

The pencardial ca^vity contamed a slight excess of ^ 

The heart was uniformly hypertrophied, and the 
especially the left, somewhat dilated The ■val'^^ ^^e- 

and the myocardium showed nothmg except that the ^ ^ 

fibers were larger than one would expect for the age of our pa 

The aorta throughout its whole length together wi 
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main branches showed numerous yellow plaques of arterioscle- 
rods. The renal and splenic artenes were espeaally bad 

The spleen and liver showed chrome passive congestion All 
of the other organs with the exception of the kidneys were normaL 
These were very small, one weighmg 95 gm and the other 
only 65 gm. They were grayish-red m color, with smooth sur- 
ffttt The cortex was considerably thinned and there seemed to 
be considerable fat and fibrous tissue On microscopic examina- 
tion there was extensive fibrosis of the cortex and medulla 
Mnny of the glomeruh were entirely replaced by fibrous tissue. 
The rest showed "all stages of mtracapillary and capsular pro- 
hferabon ” There were none that were normaL The common 
Icson was a hyaline thrombus m the capillary with proliferation 
of the capsular epithehum The tubules were tremendously 
The artenes showed extensive lesions with many 
fr®sh thrombi and considerable sclerosis 

Stunmaxy —In this clinic I have presented to you a case of 
^oruc nephritis with edema, which came to us ongmally as a 
snbacute nephntis following diphtheria. The patient showed a 
moderately elevated blood pressure and at the very end a very 
one The renal function tests exhibited only moderate 
disturbances until near death, when the function became ex- 
tremely poor The chief mterest in the case lies m the inabflity 
our patient to handle water and salt. These two substances 
jJter a while were stored almost entirely m the abdominal cavity 
Numerous tappings had to be performed for rehef The only 
periods during which our patient handled water and chlond 
^ were cobadent with the feeding of a diet high in protein 
0 success was obtamed in getting nd of a fluid durmg the 
P^^^ods of low protein salt poor diets or, in fact, m any other 
except tappmg 

Postmortem showed a marked glomerular nephritis, hyper- 
^^hied heart, and extensive ortenosclerosis 
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SOME LESSONS OF THE WAR m THE FIELD OF 
CARDIAC DISEASE 

**pen£nces of medical men during the war have thrown 
^ i^t on the subject of cardiac disease, and the knowl- 
gamed is of value not only m the handling of soldiers but 
the care of avflian patients It seems worth wlule, 
ore, to call attention to some of the pomts which have 
earned and to some of the problems that have arisen, so 
we may carry back mto our avil practice as much as pos- 
0 what we have learned during our service in the army 
jjijjj^^ents to be discussed at this clinic are all discharged 
The first illustrates the functional efBaency of cer- 
« of valvular heart disease The second 

taH attention to a stage of valvular heart disease rarely 
in avil practice, and to show the difiBculty oi diganosis m 
mitral msuffiaency The third is to show a condition 
resemblance to heart disease and now gtn- 
known as the “effort syndrome" or the "irritable heart 
^^wiers,” It is a type of case which became particularly 
^l^mmit durmg the war, but which exists potentially, and 
tio ®°^^Snised, in aiil life Ccrtam types of this condi- 
^ are the direct product of the stress and stram of war, but 
our anny most cases have shown symptoms which antedated 
^bihmtion by many years 

tjj the careful and for the most part skilf ul work of 

®uaid8 which exammed the recruits onlj a 
^ lew men with valvular heart disease were accepted lor 
"^ae Those who slipped by were, for the most part, men 
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Without S3Tnptoins, and m whom the signs were obscure and 
difficult to recognize It is mdeed remarkable that, consider 
mg the haste and the difficult circumstances under which the 
examinations were earned on, so small a number of mistakes 
were made Nevertheless a few men with heart disease were 
accepted It is, however, probable that most of these were 
passed m the early weeks of the recruiting, before the examinations 
reached the high state of efficiency to which they finally attained 
Case I — ^The young man whom I wish to present to yon 
ffist was mvahded home from France m the summer of 1918, 
and was sent to the General Hospital at which I was on duty 
He presented himself to me one day and remmded me that four 
years ago he had been a patient m my ward at the Peter Bent 
Engham Hospital m Boston He told me that he had be&i m 
the hospital on account of heart disease Bnefly his history m 
the army had been as follows He had volunteered m the InD o 
1917, bad been hastily examined, accepted, and sent to Fran» 
There he had undergone strenuous trammg until he was sen 
to the front, where he “earned on,” domg full duty without wy 
difficulty for five months During this tune he hiked with 
equipment When asked as to the stram under which 
heart gave out, he said “My heart didn't give out at all. 
I got gassed Then I was sent to a hospital, where ^7 
found a murmur and sent me home ” His general ^ 
dition bore out his story, for he was m excellent shape, 
was able to take the severest of the graduated exerosfS 
Without any difficulty Let us now consider for a 
his past history I turn to the record made m September, I > 
at the Peter Bngham Hospital, when he was fourteen years 
The diagnosis at that tune was “rheumatic fever, chw^ 
cardiac valvular disease, aortic regurgitation, mitral 
tion, and delayed conduction tone ” The previous history 
as follovre In 1909 he was m bed for three months with an 
' of rheumatic fever m which nearly all of his joints were invo 
The foUowmg year he had a recurrence of the rheumatism win 
S" involved all his jomts and k^t hiTn m bed for four mon 
The next year he had a tiurd attack of rheumatic fever, after 
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filch he noticed that he became abort of breath rather easily 
[fl the Enmmer of 1913 he had a fourth attack, m which, how- 
ever, only one ankle was affected After this he was up and 
ihont and was not bothered by any marked shortness of breath. 
Ihe Olaess for which he entered the hospital began early m Sep- 
taaher, 1914, with a sore throat. FoUowmg this his ankles 
l*canie swollen and stiff and it hurt him to walk. He did not 
leel feverish until the day before admission and he kept up and 
tbont until then On the day before admission he began to 
have pain m the left side of his chest and some dyspnea, Hur- 
mg the night he was unable to sleep lying flat On physical 
^aoiiiiation he was found to be moderately dyspneic and very 
•hghtty cyanotic Hie heart’s action was regular and moder- 
*tdy rapid The apex impulse was felt m the fifth mterspace 
12 cm to the left of the rmdstemal Ime, and the cardiac dulness 
®deiided frcan 3 cm to the nght of the rmdstemal hne to 13 cm 
to the left m the fifth space At the apex the first sound was 
oDowed by a long blowing systohc murmur which was trans- 
•“Itted toward the anils In the aortic area no second sound 


^ audible, but there was a rough systohc murmur transmitted 
t® the vessels of the neck, and a diastolic murmur which was 
dest in the third mterspace to the left of the sternum The 
were clear and the abdomen negative The hver was not 
There was a moderate amount of edema over both 
The electrocardiograms showed a prolonged conduction 
The blood pressure was 120 systohc and 4l5 diastoha 
ttring the first part of his stay m the hospital he had a moder- 
^ degree of fever, but his temperature soon reached normal, 
rest m bed nnd a little digituliB his heart became fully 
^^pensated He was m the hospital for over two months, 
^ the lost note before his discharge the border of the heart 
^ made out to be 12 cm to the left of the midstemal line m 
fifth space The electrocardiograms showed that the con 
time had become normal in length At the time of his 
he had little dyspnea or nsc of pulse-rate when T^alh- 
^ about the ward He had made an excellent reco\Try, and 
^ hospital in good general condition 
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Here, then, was a boy Tsath a history of multiple attacks of 
acute rheumatic fever which had left him with a heart markedly 
enlarged and with perfectly evident signs of aortic and mitral 
insufficiency He w'as hardly the material out of which one 
would expiect to make a good soldier, and it is, of course, rather 
extraordmary that he was able to pass the physical exammata 
of the army On his return to Boston, after bemg discharged 
from the army, he again reported at the Bngham Hospital At 
this tune the area of cardiac dulness extended from 2 ^ cm to e 
nght of the imdstemal Ime to 14 cm to the left At the ^ 
there was a distmct sy^tohc and a diastohc murmur, an 
of these became louder over the base of the heart and along 
left sternal margm It is possible, therefore, that his 
now shghtly larger than it was on his admission to the ’ 
but this IS not defimtely so, for on vanous occasions 
stay m the hospital the left border was made out to 
14 cm to the left of the median hne There is no 
change m the character of the murmurs and, mdeed, it is ^ ^ 
to say that there has been any change m 
heart smce he was discharged from the hospital i 
to the development of symptoms, he says that he neva 
any shortness of breath until the tune he was gasse 
that tune he states that he has been moderately short 
on exertion We know, however, that this is not an un ^ 
result of gassmg, and it would hardly be a fair con 
regard this as necessarily bemg a symptom of his bear 
One would hardly propose that the physical an n 
stress of war should be used as a functional test for 
With cardiac disease, but m this case the result of an aco 
experiment has proved extraordinarily mteresting ^ 
physical examination of his heart few of us would 
sidered it possible that he could have undergone the s 
the last months Not many physicians would have 
enough to advise strenuous exercise for a young man wi ^ 

I large a heart and with aortic and mitral valvular lesions 
deed, if he had placed himself imder a physician’s care he ^ 
probably, and very properly, have found himself leadmg n 
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tDstence As it is, he has demonstrated agam the teachings on 
which Sir James Mackenzie has so often laid stress The ei- 
nmnation of the heart, and espeoallj the presence of cardiac 
tnunnnrs, should be regarded as in Ihcmselves comparative!} 


wumportant matters The important thing is what the patient 
can do, and this depends largely on the qnahty of the heart 
®isde Given as strong a heart muscle as this man must 
aecessarily have, and he can compensate for a considerable 
lesion A heart with an injured valve works, it is true, 
at a considerable disadvantage, and its reserve power is usually 
^uced, but if the muscle is strong and healthy the heart may 
do efBaent service as long as the valvular lesion is not too 
^reme. To give a proper prognosis, therefore, we ought to 
liave some knowledge of the condition of the heart muscle 
Unfortunately, this is where our methods of physical diagnosis 
^ inadequate. We can detenmne the condition of the valves 


^th comparative accuracy from our objective examination, but 
tbs tella us httle about the quality of the myocardium We 
‘tpait for a satisfactory functional test of the heart, and m 
Ihe meanwhile the best test is to try the heart out under the 
of gradually increasing exercise, and see what it can do 
ere, then, there is also indicated the path w hich should be 
oDowed in the treatment of the chrome stages of \’ulvular heart 
The first indication, it appears to me, is to prevent, as 
^ ^ possible, the occurrence of subsequent infections which 
^ cause further damage to the heart \Tilve3 and further m 
to the heart muscle The second mdication is to mcrcasc, 


w much as possible, the strength of the heart muscle The 
^^Dbleni of incre asing the strength of the heart muscle is ver^ 
to the problem of increasing strength of skeletal muscles 
are improved by properly supervised exercise, which docs 
^t reach the pomt of fatigue It is an error to believe that nil 
with valvular heart disease should lead an cxtremrl> 
^led existence Too much rest may onI> result in the pro^ 
‘action of a weak, flabby heart muscle Proper exercise will 
in the strengthening of the heart muscle so that it mrt> 
®ofCcasil} o\ercome the disabflity which it suffers from Iinxing 
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injured valves It is imjiortant, of course, that exercise slssiH 
be somewhat supervised and should not be overdone, for fabgoe 
IS of no benefit to cardiac or to skeletal musde. In genad, 
the best mdication as to whether any given exerase is appropiutt 
or not IS whether it produces djrspnea, or pain, or palptatHm. 
If exercise causes no distress, it is probably not harmful Of 
course, m any given case, it may take some courage on tit 
part of the physiaan to start his patient on exercise Mud 
more courage, however, is often needed by the patient, who has 
usually had it enforced on him that he must be extremely careful 
about the amount of physical exercise that he takes If) 
ever, one uses common sense as the guidmg prmople, the reams 
will rarely be other than benefiaal, and the natural outcome is 
that the cardiac condition will improve as the patient gets into 
better general trammg . 

The expenence which the patient before you has had is J 
no means umque, and it has been very striking to see bow roW 
men with valvular heart disease have stood up under un 
stram m the army I have personally seen a considerable group 
of cases of defimte aortic insufficiency who have cam 
full duty Without developmg any symptoms, and who ^ 
apparently been none the worse off for their expenence 
diagnosis was made m these patients as the result of their com- 
mg into the hospital for some reason other than heart 
Many soldiers have, of course, had their hearts give out w 
in the service, but the majority of these have been older ^ 
with myocardial weakness and men with syphibtic lesions 
tral stenosis, too, seems to have a poorer prognosis than 
or aortic msufficnency Not every case can carry on as su 
fully as the patient just presented to you, but it has been ^ 
stnkmg to see how much reserve force the heart may 
a young man with valvular heart disease of rheumatic on i 
provided he is otherwise healthy It is, I think, a pr ^ 
lesson for us all to see what these men eari stand up under, 
it Will give us faith that many of our patients in civilian 
can probably do a goexi deal more tlian most of us would haW 
been mclmed to give them credit for While no one wool 
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knowingly submit such men to the stram which they have been 
under m the war, many of them seem to have come through 
without domg themselves any harm 

Case IL — This patient is twenty-four years old, and before 
he entered the army he was at work as a clerk At the age of 
eighteen he had an attack of rheumatic fever mvolvmg the 
elbows, wrists, and knees He made a good recovery and was 
never told that his heart was at all affected Since that time 
he has been perfectly well and has been workmg regularly He 
takes a moderate amount of exercise and has never had any 
symptoms which were referable to his heart At the beginning 
of the war he volunteered, but was told by the exammer that 
he had a “murmur in his heart" and was refused enlistment. 
Later, however, he was drafted, accepted by the examimng 
board, and sent to one of the large camps From there he was 
•ent overseas m the sprmg of 1918, and while m France he 
earned on,” domg full duty in one of the trainmg areas After 
two months he had an attack of acute tonsilhtis, and shortly 
after the onset of this, his nght ankle became swollen, red, and 
tender He was sent to a hospital, and dimng his convalescence 
a doctor agam found a murmur cm examination of his heart. 
A diagnosis of valvular heart disease was made and he was 
transfened through several other hospitals until he was sent 
back to Amenca He says that during his stay m the different 
hospitals there were at several tunes discussions about his case, 
and much doubt was expressed by vanous physicians as to 
whether or not he had a valvular lesion He has recently been 
'bwhaiged from the army, and now comes to the hospital for 
an opimon as to the exact condition of his heart Subjectively, 
be apparcntl}’ feels perfectly well When cjuestioned duectly 
as to the occurrence of dyspnea, he says that he sometunes gets 
a httle short of breath on chmbmg two flights of stairs or on 
gomg up a comparatively steep hill, but he has been m hospitals 
Jot a long tune and he iLtnlts that this shortness of breath is 
accounted for by his bemg generally “soft.” He has had no 
precordial pain. In appearance he is, ns you see, a strong, 
uealthy looking young man and his general physical exanuna- 
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tion IS entirely negative Let us now turn to the examinatra 
of his heart The apex impulse is in the left nipple hne. Tk 
impulse IS not unduly forable and no thnlls are felt on palpa 
tion over the heart On percussion, the left border of canliac 
dulness is just outside the nipple hne, and the nght border B 
1 cm to the right of the sternal margm The action is regahr 
and the heart's rate 80 per nunute On auscultation wtli the 
patient standmg up the first soimd at the apex is of good quality 
and followed by a soft blowmg systohc munnUr Tbs is trans- 
imtted a short distance toward the axilla There is no accentua 
tion of either second sound at the base, but the pulmonic 
IS somewhat louder than the aortic. On complete 
there is a rather loud systohc murmur m the second m 
space just to the left of the sternum When he hes down ^ 
systohc murmur at the apex becomes much louder, an owr 
small area at the pomt of maximum impulse the muimnr ^ 
places the first sound entirely The distribution of the 
IS considerably wider when he is lymg than when ® 
mg The systohc blood-pressure is 125 mm and the 
Js 80 mm 

The problem m differential diagnosis before us is ^ 
whether this is a normal heart or whether the patient 
insufficiency In setthng this question, the pomts m 
ical exammation to which we must pay particular a ^ 
are the size of the heart and the presence of the 
percussion, the left border of the heart is about 1 cm ou 
the generally accepted normal standard From 
be mchned to assume that there is a shght hypertrop ^ l^g 
the other hand, such a percussion outhne has been foi^ ^ ^ 
not uncommon m soldiers who are on active duty, an 
early part of the war careful a;-ray studies of the hearts o 
domg heavy duty m foreign armies showed that shght ^ 
ment was frequently present The jc-ray examination 
case shows that the size of the heart is about at the upp®^ ^jw-tro- 
hnuts, and that there is no defimte enlargement. The 
cardiogram is perfectly normal and gives us no 
hypertrophy In spite, therefore, of the somewhat un 
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wide area of percussion dulness we cannot assume that thd 
heart is defimtely enlarged 

Now as to the murmurs The systohc murmur m the pul- 
moiuc area, in the second space just to the left of the sternum, 
is easily disposed of It disappears on deep mspirahon, but 
becomes very loud on full inspiration This is a type of murmur 
that IS very common m normal hearts, and especially m chil- 
dren and m young men and women, but it has been the basis 
of much discussion m the hterature, and the fact that it is not 


pathologically significant does not seem to be generally appre- 
idated The exact mec h a n ism by which it is produced is not 
dofinitely known, but it seems probable that the disappearance 
of the murmur on mspuntion is due to the fact that the edge 
of the upper lobe of the left lung becomes mterposed between 
the pulmonary artery and the sternum Its appearance on full 
'N'lrabon is accounted for by the retraction of the edge of the 
long and by the direct pressure of the ribs and sUmum on the 
puhnonary artery That the occurrence of the murmur is due 
to pressure on the artery is furthermore suggested by the fact 
tat the murmur is most commonly heard m persons m whom 
tie upper part of the chest is flattened. 


other murmur m this case occurs at the apex m systole 
tad has a blowmg character It is well heard m the^^ 
POation, but when the patient lies down on his back it 
■inch louder and it m transmitted toward tta^ 
inter it is exactly similar to the murZnearf ^ ^ 

■^ocncy On the other hand, it also resemW 

the accidental murmurs which are so often h 

^the heart, and of which so much has been 

^th the eiammaUon of soldiers It jj connection 

^n cxaminmg such great numbers of nZ^^ 

•■i'-e begun to find out m how W « ^ ^ 

■ncn systohc murmurs may be heard healthy 

■tation of this fact the dlajtncKn: nt V™® ^ n Inck of appre- 
nndoubtedly been made m a ereai disease has 

■tas unjustified, and it is nmJuM. tirtances in which >■ 
^>t out of the army for almn ■■■*■■ 

’'‘“Dr unnecessary cause. The 



PRANCTS W. PEABODY 


1478 

problem was apparently met with in England 
of the war, and such authorities as Sir James Madem aj 
Thomas Lewis have laid great stress on the f 2 . 

nizmg these acadental murmurs Indeed, e gm ^ 
of most experts on cardiac diagnosis at the pre^n ^ 

one should pay very little attention to a sys 
itseh, regardless of what its character, 

inaybe ^he importance of a systolic 

on the other features of the cardiac an ® ^iviid 
Thus, a systolic murmur oc^g ^0 pathologi- 

is otherwise normal should be regar 

significance On the other hand, a ® oj mucli 

/Lsocaoon detate cardiac 

importance m makmg the diagnosis 0 m enlarged, and 

We have, then, a heart which is no ^ 

we have a systohc murmur at the apex ° j „ assoaationvatli 
importance can only be attached ^ ^ to conclude tliat 

other evidences of disease Are we, er ’ ^ bid 

this heart is perfectly normal and give tne p jj^gia 

of health? I should be mchned to do so wi ^ ,^^^5 

taon were it not for one important ac jge of 

patient had a typical attack of rheima c to 

eighteen, and a few months ago he a ^ yery ^ 

been a second, milder attack Smce we agected ^ 

quently the heart valves and the heart ^s ^ jjjg 

acute rheumatic fever, it would seem a 
history must be regarded with senousness ^ 

msuffiaency, as we usually see them m prac (Jifficult 

hospitals, the diagnosis is not usually ^ jjgart, 

There is almost always a well-marked ^nuhnonic second 

and frequently a defimte accentuation o a 
sound m addition to the characteristic murm ^ gecond 
cance of the accentuation of the second swn second 

left mtercostal space is often overestunat , person® 

sounds at the base vary greatly m mtensity m n j^gaid 

with change m position, and also because „ortic sn*-' 

^ the so-called “pulmomc area” is often chi y 
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ond sound Besides these physical signs, however, the patient 
usually complains of such symptoms as pain m the chest or 
dyspnea. These are well marked, clear-cut cases who have 
usually reported to the phyaoan on account of troublesome 
symptoms By the time the ^onptoms have ansen the diag- 
nosis 13 usually comparatively easy We are then dealing with 
a rather advanced stage of the disease Is it not probable that 
there is an eaiher stage of the disease m which the diagnosis 
is much more difficult? This patient — and he represents a 
large group of men presenting the same problem m the army — 
did not come to the hospital on account of any symptoms. 
He feels perfectly well Is it not quite possible that he repre- 
sents an earber stage of the disease thRn we are accustomed to 
8ee? May this not be a stage m which the heart is perfectly 
annpensated without demonstrable hypertrophy? In the 
'isual course of his life he would never have thought of consult- 
ing a doctor at this tune, and the findings m his case are to be 
regarded as practically acadental If this be the case, then 
mitral insuffiaency, which is usually regarded as being an easy 
diagnosis to make, becomes an, extraordinarily difficult diagnosbc 
problem It seems to me that one cannot settle the question 
wholly on the basis of the physical examination To do so 
nn^t do the patient a great injustice The history of attaiis 
of acute rheumatic fever, which are so apt to cause damage to 
ibe heart, is too important a factor to be neglected It would 
®otm to me, therefore, that in a case with this history and with 
fbese signs one must mchne to consider that we are deahng with 
nn early stage of valvular heart disease 

Having made this tentative diagnosis, one must then be very 
o^eful as to the ad\uce which he gives to the patient. The first 
important pomt in the treatment of the chronic stage of vsl 
'mlar heart disease of rheumatic origin is to do nil that is pos- 
*fble to prevent any further damage to the heart as the result 
of more acute infections One should consider the advisabOity 
*^f removing his tonsils, which are rather large, and thus possibly 
obviate any further attack of rheumatic fever, in case the portal 
of entry rfiould be the tonsils We should also caution him as 
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to the danger of exposure to cold and wet, for it is quite dtai 
that persons who have had rheumatic fever once are more luWe 
to subsequent attacks It is also fair to tell bun tliat the ewk 
frequent attacks of rheumatic fever a person has, the morehaik 
he IS to have serious damage done to his heart The second 
nnportant pomt is with regard to the general character of hb 
hfe One is often tempted, in such a case, to lay undue stress oa 
the dangers of exercise and ovcrexertion, and to make of hnn a 
seiru-mvahd, whose hfe centers about his heart By so dough 
IS made to lose much of the normal happmess and satisfaction 
of hfe, and no adequate benefit is denved as far as his heart e 
concerned It is much better to impress on hnn the fact 1 
he ought to forget bis heart and consider only bis genetaf p ys* 
ical condition That which puts him m the best physical tram 
mg IS probably the best thmg for his heart He should be ^ 
couraged to lead a healthy normal life, and to take 
such exercnse as he can without any discomfort. He e 
avoid overdomg, but on the ground that marked fatigu* is 
harmful to the organism as a whole rather than because ® ' 
effect on the heart. Beyond this he should be allowed to 
a normal hfe ’ One should tell him that be has seme s^ 
affection of his heart, that it is important for him to 
every year to have his heart exammed, and that he 
report to the doctor if at any tame he begins to notice symp 
He should also be told that he had better come for advice 
plans to undertake any extraordmary amount of 
apart from this he should be told to go ahead and lead 
fectly normal hfe For ourselves, as physicians, the nn^ 
lesson to be learned from this case is that we are co 
with a problem which we cannot defimtely solve On ^ ^ 
of our physical examination alone we cannot state whe ^ 
man’s heart has been affected or not Knowing his ^ 

must act conservatively, and then we must follow this ^ 


similar cases over long periods of years until we are 


.»to determine whether or not there has been any cardiac 
^ Pen these cases, whicii have come mto our bands in un a 
^ cntal manner, shall have been followed carefully for longP^P ’ 
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we shall be m a position to Tnnbp» much more defimte state- 
ments as to the problem of the early diagnosis of mitral in- 
enffidency 

Case IH — This patient is an unmarried nmn of twenty- 
seven years, who has come to the hospital for an opmion as to 
the condition of his heart. He says that some years before 
entermg the army he was told that he had ‘Tieart disease/’ 
hut that whfle he was m the army vanous doctors told him that 
this was not the case Hi*t history is as foDows His father has 
always been a perfectly healthy man, but his mother is extremely 
nervous and has been so as long as he mn remember He is 
the youngest of three children, and has one sister who is nervous 
m the same way that his mother is As a child he had measles 
nnd chidmnpoi He hm had no other senous diseases, but 
™ never been strong and vigorous At the age of fourteen, 
^ter a short febrile illuess, the nature of which he does not 
“|nv, he was taken to see the doctor, who told him that he had 
* Veak heart,” The only advice given to him was that he 
be ‘S^ery careful ” Smee that time, he says, he has taken 
the best of care of himself ” BQs mother has womed nliout 
hnn a good deal, and has protected him m every eay He Ims 
been allowed to overeierase This restneted life lias, 
™^n\-er, been no particular hardship to him , for he never enred 
®nch for active games Even as a child when he tried to piny 
hssebaH he used to get bred and out of breath easily fJe 
Paduated froln high school and then went to work ns a clerk la 
His first job was m a large busy establishment, wlierc 
e stiam was rather heavy, and he found he could not stand 
t, so he sought out an easier position m a quiet place, wlicro 
e nervous strain was much less mtense In this nm position 
' has done well, but he gets tired very easily He rarely loses 
^ to bo very careful not to 

Wlo He takes the cars to and from his work and stays at 
m the ev'cmng He says he does not exerdse, and Inquiry 
the that he probably docs not walk a mile a day 
nea he does walk he moves slowly, for he finds that if he hurries 
seta bred and out of breath He Is at tunes troubled with 
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palpitation, and this may occur \vithout apparent cause at night 
we IS extremely nervous and is easily upset if any little % 
goes wrong He has occasional headaches He has found tint 
e cannot stand any unusual nervous or physical stram, and 
or this reason he has tended to cut down his activities fran 
year to year In the summer of 1918 he was drafted into Ik 
^^y> and, to his astomshment, he was accepted as a soldw 
This surpnsed him very much, for he says he had always knom 
e had a weak heart He was started in drilling at the camp, 
ut found much difficulty with it, and says that even on the 
first dayrs, when the work was hght, he became extremely ei 
hausted by it He noticed palpitation, and then began to fed 
pAin over his heart When tbiR occurred, he reported to the 
doctor, but was told that there was nothmg serious the matter 
“With him, and that he had better go on with the work It u 
rather noteworthy that the amount of physical exercise of the 
*Irills at this time was shght, and on direct questioning he states 
that he was made very nervous by the attitude of the noD- 
commissioned officer He was much worried by the rigid diso* 
phne, and was fearful lest he should do something that wouM 
lead his supenors to find fault with bm He was sent one 
day to the nfle range, but when the firing began he shook so 
ruuch that the officer took his gim away from him He says 
that the shootmg "unnerved him ” On the way home from the 
nfle range he felt exhausted and the pain over his heart becaiae 
intense He fell out of hne on account of shortness of breath, 
and he says that his heart was beatmg very fast. He was put 
mto an ambulance and sent to the hospital, where he was kept 
^ a ward imtil he was discharged, just after the armistice was 

signed 

On physical exammation, you see, he is a fairly weU-nounshed, 
a er underdeveloped, nervous looking mdividual Th® 

ps IS good, but both hands are cold, clammy, and cyanobc- 
en e extends his fingers there is a marked coarse tremor 
n 3^ciid gland is somewhat enlarged and soft. There ac* 

o or brmts over it The general physical exammaWB 

ely negative except for the fact that his reflexes are some* 
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■what hyperactive The rate of the heart as he stands before 
yon B 125 per minute The systohc blood pressure is 140, and 
the diastohc 90 The apex-beat is very forcible and covers a 
wide eipanse, being seen m serveral intercostal spaces There is 
a sUght thrill at the apex, which is apparently systohc m tnne. 
On pressure over the apex and in its vicinity, there is definite 
tenderness The left border of cardiac dulness by percussion 
is in the left nipple line, nnH there is no enlargement of the 
heart to the nght of the sternum In the erect posture the first 
•onnd IS loud, and there precedes it a slight roughening suggesbve 
of the presystohc murmur of nntral stenosis At the base both 
second sounds are loud On lying down, the heart is slower 
The first sound is less loud nnd the presystohc roughening has 
'^igely disappeared At the apex a soft blowing systohc mur- 
ainr Is audible. The puhnomc second is somewhat louder than 
the aortic second The electrocardiogram is normal and the 
* ray shows that the heart is not enlarged 

let us now consider the interpretation of the physical signs. 
The systohc murmur at the apex, which is brought out by lying 
down, 13 quite typical of the common accidpntnl murmurs, and 
has in itself no significance There 13 no hypertrophy of the 
heart, and there is nothing in the past history to lead us to 
®^bpcct that there might be a valvular lesion The presystohc 
^ghemng heard m the erect position is of mterest because it 
“ a common phenomenon which led to much confusion m the ei- 
*®diiation of recnuts m whom it was often supposed to be evidence 
of mitral stenosis It differs, however, from the murmur of 
oiitral stenosis m several ways It is shorter m duration than 
fhe typical murmur of mitral stenosis It is usually heard in a 
rapidly acting heart, while in typical mitral stenosis the heart is 
be slower, unless there is some other comphcatmg factor 
The thrill associated with it is systohc m time, and not pre- 
^^ohc, as m mitral stenosis Tbis murmur is usuaUy best 
“oard in the erect posture, and disappears on lying down, while 
rhe murmur of imtral stenosis is more apparent m the recumbent 
P'^tion. The disappearance of the murmur on lymg down, 
’’■hen the heart falls away from the chest wall, suggests that the 
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murmur may be extracardiac m ongm. It has been shown by 
Monson' that the two murmurs can be difierenbated by an 
inhalation of amyl mtnte, if one auscults durmg the penod of 
rapid heart action Following the inhalation one finds that tie 
murmur of mitral stenosis becomes louder, while this spunons 
murmur disappears There is, mdeed, a certain resemblance 
between this murmur and that of mitral stenosis, but if one bean 


m mmd that this type of sound is common m the overacting hearts 
of nervous people with thm chest walls, there should be httk 
difficulty m distmguishmg the condition In the absence of any 
hypertrophy, then, and m the absence of a history of rheumabc 
fever, we can safely exclude the presence of valvular heart 
ease m this case We must consider the possibihty 0 
tachycardia bemg due to Graves’ disease, and m many ^ 
cases m the army this diagnosis has been made He to, 1 ^ 
true, a somewhat enlarged thyroid gland, and he comes om 
region of the Great Lakes, where it is well known that goi ^ 
endemic The thyroid gland is, however, not larger 
frequently found m young adults, and it is softer ^ 

monly the case m Graves’ disease Moreover, it has 
that if he hes down qmetly for an hour or so his pulse ^ ® 
to 80 This IS an important pomt m the differentiabon. 
Graves’ disease the pulse does not usually show su 
slowing with rest A good deal of mvestigation has ^ 
mto the problem as to whether cases similar to this 
overactivity of the thyroid gland In England Hr 
Lewis found that the administration of thyroid extra 
mcrease the symptoms, and m this coimtry, at G® 
pital No 9, m Lakewood, New Jersey, it was found ^ 
basal metabolism is normal The evidence is, ther 0 , 


turely against the fact that the thyroid gland bears , 

4-^ 4-1 y -11 _ ’ll . _ 1__ Orft of E 


to this condition Clinically, also, the patients are of e 

r _ r. _ thevlach^ 


type, for while they are often extremely nervous, ffioy 


characteristic energy and *^dnve” of the typical hyp^ , 


subject It 13 usually extremely difficult to make a 


jraves’ disease imdergo a rest cure m bed, but I fool quite 
* Monson, J A., Bnt. Med Jour^ i, IWS, 452, 
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tain that we should not have any difficulty in enforcing such a 
quiet, dull regime on thia mnn- 

*11113 patient presents the combination of nervous and phys- 
ical symptoms, which are typical of the condition generally 
known as the '*imtable heart of soldiers” or “effort syndrome ” 
A tendency to fatigue easfly is perhaps the most characteristic 
feature of the picture With this one finds dyspnea on shght 
exertion, and palpitation and prccordial pain coming on even 
when at rest A rapid pulse, a coarse tremor, mvolving the 
fingers, hands, arms, and sometimes the legs, Q^anosis of the 
^^tremlties, and marked sweating are common accompaniments 
Associated with this, and often overshadowing everything, 
is a very neurotic temperament On account of the large 
iiumber of recruits presenting thig complex, the 

ttuidition became one of great importance in the army, but it is 
a condition which is very cominon m avil life One may 
in general two distmct types In the first place, there 
We those in whom the symptoms are of relatively short dura- 
tion In these men the symptoms have arisen in the army, and 
they are directly or mdirectly the products of army life The 
coimnonest ebologic factors seem to be infection, gassmg, and 
tile nervous and physical strain of warfare In many instances 
the patients in this category are analogus to those m whom the 
^lagnosiE of “shell-shock” IS made, and, indeed, many of these 
wen are sent to neurologic hospitals It often seems to be purely 
a matter of chance as to whether they are sent to a cardiac ward 
w a neurologic ward Cases fitmilflr to these, m which the symp- 

toms can be traced to some psychic trauma, are also seen m 
Wvil lifc^ but they are less frequent than the second group of 
Wtients In this second group the symptoms are of long stand 
mg and often date back to chfldhood It is of this tj^pc that 
the patient before you is an example. In them inheritance may 
a rflle, for it 15 not uncommon to find some nci^ ous factors 
m the family history The subjects of this group cannot be 
^^gwded as being directly the product of the war Their 
symptoms have existed for many years before the> entered the 
but they were able to lirait the production of their symp- 
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toms by livmg below the level of nervous and physical strain 
which brmgs them out This was the commonest type ol 
“effort syndrome” seen m our army, but it is probable that if 
the war had contmued longer, and our men had been forced to 
go through the severe strains endured by our Albes, we dMiM 
have had many more of the acute cases Before entering the 
army these men have usually been regarded as underdeveloped 
normals, or perhaps they have been classed as neurasthenics. 
In general, they have got along pretty well because they have 
been able to adapt their hves to their own limitations They 
have contented themselves with hvmg on a low physical and 
economic level When, however, they are called to the army, 
it becomes necessary for them to adapt themselves to a new 
life — a life that is full of phyrsical and nervous stram 
then that they fail to come up to requirements, and that y 
appear m the hght of pathologic subjects In spite of the 
that our attention has been only directly called to the pro 
durmg the mobilization of the army, it is quite evident tha 
same problem exists m avil life and that it should be recog 

nized and treated i 

The various types of "effort syndrome” present a vanety ^ 
chmcal pictures Underlyong these long-standing or co^ 
stitutional cases there are both physical and nervous elem® ^ 
The importance of the physical element was brought 
General Hospital No 9, at which it was shown that the m 
strength of many of these men is well below the average ’ 

speaal tests showed that m a considerable proportion the 
eral muscular condition was extremely poor They had n 
taken much exercise, and had never been m good training 
were very “soft ” One could hardly eiqiect that they 
stand up under any severe physical stram, for they had ^ 


many years a sedentary life, and had devoted much energy ^ 
the avoidance of all physical exercise It would, of course, 
a long tune to develop them to a pomt where they could 
With full equipment But the physical element is not ° ^ 
factor of importance, there is also a large nervous elem^® 
it of these men are very neurotic They worry, ere anmci , 
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and are easfly tipset. The Tnnrf who hfl.q been presented to you 
told us that one of the tilings that bothered hrm most m his 
drillmg was his annety lest the sergeant should find fault with 
Imn. They almost always have a great fear of "overdoing ” 
They know from eipenence that when they overdo they "feel 
b^y," and they fear that something serious may be about 
to happen to them Unfortunately, the physician is not mfre- 
fjucntly an important element of the production of thig phobia 
In a very large proportion of cases a doctor has said that they 
tad a “weak heart," and has told them to do as httle as possible 
An annous family has become womed about them, and has, m 
turn, done ever 3 dhing possible to Imut their activities and to 
protect them from every Lmd of activity Their hves center 
about their hearts They are contmually cutting down their 


activities Instead of developmg themselves physically, they 
have done exactly the opposite Were the advice given by the 
doctor based on a proper comprehension of the case, the treat- 
might well ^ justified, but too often the diagnosis of 
heart” shows that the climcfll condition has been totally 
^^^^^^erstood If there is disease of the heart, it is, except m 
unusual cases, essentially disease either of the valves or 
fhe musde, and in young persons the former is much the more 
common. It is probable that the diagnosis of valvular heart 
has frequently been made m the past when it did not 
but as a result of our eipencnce m examining large num 
™ of healthy men m the army, the profession as a whole has 
modi about the presence of “acadental systohc mur- 
^*1^, and doubtful presystohc rolls in normal hearts Errors 
® e diagnosis of valvular disease should be much less common 
® the future. Mjocardial disease, unaccompanied by valvular 
on the other hand, is rarely met with in young people 
as a result of syphilis, m assoaation with hjqicrthyroidism 
^ perhaps nnincdiatcly after severe acute infections In con 
tions other than these, m young persons, the diagnosis of 
yocarditis” is open to doubt In the type of case which wc 
under discussion it seemed of prune unportiuicc to deter 
whether there might not be some true mjocardial in^'oK'C- 
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ment, but invesbgabons made m this country and m En^ 
have failed to show any definite evidence that this is the case. 
As far as the heart goes, the most that can be said is that there 
IS an upset of the balance of the cardiac nerves Whether this 
IS pnnapally due to an mcreased activity of the sympatbebc 
sy'stem or a decrease of the vagus control is not at present cer 
tain The exact mechanism by which the heart is affected 'o 
that it responds to shght exertion, or to nervous eiatementby 
an abnormal incnrease m rate, is not at all dear, but the essential 
thing for us as practitioners is that we should recognize more 
frequently' the so-called “irritable heart” in ci\t1 hfe, and shonM 
appreaate the fact that the cardiac element is purely secondary 
The fundamental feature is probably a neurosis, and assooafed 
With this there is often a lack of general physical developnent 
To lay stress on the heart m these cases is to create a s^ 
invahd Expenence has shown that it is much easier to 
a person’s attention toward his heart than it is subsequen y 
draw his attention away from his heart, and the mobihzabOT 
our army has demonstrated how large a group of persons 
are who are gomg through hfe, losmg much of its joy an ^ 
fulness because of a heart disease that does not enst ^ 
senousness of an error of diagnosis m this type of 
hardly be overestimated, for the neurotic, mtrospectrve 
ment causes exaggerated anxiety, and the fear of injuring ^ 
self further results m the leading of a miserable ^ ® 


First, then, there must be a correct diagnosis This 


— iXLuou a — . 

lead to proper therapeutic measures The physical 
the case will be treated by gradually mcreasing physical ^ 
and directions as to the leadme of a normal healthy hN 
nervous element is more difficult to handle Encourage® 
the instillation of self-rehance and self-respect, the 
the attention away from bodily ailments and general 
therapeutic methods are the essentials But back of it ^ 
hes too often the mhented neuropathic constitution, and 
remmded of the old saymg that the most unpiortant thinff 
child IS the wise choice of his parents 
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CASES FROM THE MALE MEDICAL CLINIC OF THE 
OUT-PATTENT DEPARTMENT 


Cue L — Chronic Pnlmonaiy Toberctilosis and Arterioscle- 
rosis 

Cue n —War NephritiB and Chronic Adhesive Medlastino- 
pericardltis Probable 

Cmb BL— SyphUls, Lesion of Aortic Arch, Probably Syphffltic, 
Healed Ulcejr of Stomach or Dnodenum 

AprtlP, 1919 


^ t— CHROmC PULMOrrARY TOBERCDl/OSIS ARB ARTERIO 
SCLEROSIS 

No 383,010— Frank W Bom in Connecticut, living m 
Age sixty five, white Occupation, bootmaker for 
five years, janitor for slx years 
•Pwm/ lUness — The patient says that he has bad coughs 
colds every winter since a boy that be coughs less m sum 
raises about a tablespoonful of sputum, which is often 
and yellowish, but variable in appearance, and that he has 
spit up blood. He bns bad no pain m the chest except 
®^^^nally With '‘indigestion not influenced by exertion 

has been gradual loss of weight for ten or twelve j^ears 
about 40 pounds For the same penod there has 
“^moderate dyspnea on exertion 

orf Hiitory — Unimportant except as above stated 

a patient ovtr forty year* of be® complami ol Indige*^^ ^ 
, **<lQde angina pectons by determining n+ethcf the pain is uB 
^ omJoB 


TeamJoo 


148* 
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Family History — Father died of “old age ” Mother had 
severe cough during the later years of her life A brother dwi 
suddenly with pain in the chest and shortness of breath. A 
sister died of “heart trouble ” No tuberculosis or malignast 
disease known in the family 

Physical Examination —Well developed and fairly ^ 
nourished Brownish pigmentation across forehead irregular 
m outlme Pupils equal and react to hght and acconunodatiOB. 
Knee-jerks present Nasopharyngeal catarrh Hoarseness 
Heart dulness not mcreased No murmurs Chest sym 
metncal, no shrinkage at apices Limgs hyperresonant in “ 
shght dulness above right clavicle, breath sounds not e 
abnormal Coarse rfiJes at nght apex m front, at bo apices 
behmd, and at left base Abdomen negative 

Temperature 98 8° F , pulse 74, blood-pressure, ^ o 
190, diastohc 100 Urme, color normal, clear, aad, spe 
gravity 1018, no albumm or sugar 

Dr Shatxuck What is your diagnosis? 

Student Chronic bronchitis warrant 

Dr Shattuck The physical exammation does no 

you m stating more, but that diagnosis should not e 
as final What are the three conditions which often pass 
the name of chronic bronchitis? 

Student Tuberculosis mmonest 

Dr Shattuck That is the most unportant an co 

one Can you mention another? 

Student Chronic cardiac insufidciency 
Dr Shattuck How does that resemble bronchi^ ^ 
Student There is chrome passive congestion an so 
of the lungs jjjost 

Dr Shattuck In such cases where are tn 
numerous? 

Student At the bases of the lungs fBaency 

Dr Shattuck Do you think that cardiac ins 
is a factor m this case? , ^pper 

Student No The riles are most numerous m ® 
parts of the lungs 
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Sbattuck Wtat is the third condition, often called 
"dironk bronchitis”? 

SiDDDjT Syphilis 

Shattuck That also should not be forgotten in cases 
in Trfucfa the diagnosis is obscure, but it is not the disease I had 
Q mind I Tvas thmVing of bronchiectasis Bronchiectasis is 
by daily expectoration of purulent sputum vary- 
^ m different cases from a teaspoonful to a ci^ful, generally 
niore abundant m ivmter than m summer It is a sequel of m- 


and perhaps of bronchopneumoma independent of in- 
It runs an extremely chronic course, shows no marked 
^ency to shorten life, and interferes little with nutrition 
reflect it differs markedly from tuberculosis, in which, 
*3 you know, loss of weight 13 generally but not always a feature 
this connection I recall an autopsy on an old man who had 
cardiac disease and tuberculosis for years His death 
^ (hie to lobar pneumonia, but active tuberculosis of uncx 
extent was found There was much fibrous waDmg off 
^ caseation, showing the chronidty and slow extension of the 
During life, aside from dyspnea on the least exertion, 
^ man was the picture of health His skin was clear, color 
and nutrition excellent. Bronchiectasis differs again from 
oilosij in bemg generally confined to the bases. It may be 
^y^lcral or bilateral, may honeycomb and destroy large areas 
tissue, or may be limited to a few small foo, showing on 
^cal cxaminatiou only a few riles It m these shght cases 
ate generally called chronic bronchitis, but the more 
ones often drift to sanatoria for tuberculosa m i^c 
repeated negative sputum examinations- In tu 
^ abwKlant sputa tuberde badU. should be demonstrable 
is the early case m which their absence ne<^ not ^ 
Another feature of bronchiectasis which ® 
comparative absence of constitutional distur an 
t^chycoTdia. fever, and loss of weight, all which^ 
f^t b tuberculosis Its other to tie 

to the Case under discussion In ooc 
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upper part of the limgs and not at the bases This is sUoij 
evidence against bronchiectasis 

In favor of tuberculosis we have evidence of duonic pul- 
monary disease most marked at the apices and associated mi 
constitutional disturbance, namely, marked loss of weight Us 
dulness at the right apex seems more than phj^ologic, bat the 
absence of external shrinkage is noteworthy Extensive duhes) 
may be masked by the hyperresonance of emphysema. Ihe 
normal pulse and temperature are not significant m a man of 
sixty-five, a time of life m which tuberculosis generally nm^ 
slow course with httle fever Moreover, these are single 
servations made m the mommg 

In summmg up it may be said that tuberculosis sho 
suspected m every' case of so-called chronic bronchitis, that m 
elderly persons it often presents atypical signs marked by^ 
physema, that the symptoms may be so shght and the o 
gradual as to escape the senous attention of the paben 
many years « 

The evidence in this case pomts first to 
this diagnosis cannot be confirmed, we will go over the gff'®' 


again 

In addition, the patient has penpheral artenosclerosis 
probably renal arteriosclerosis The high blood-pressure 


and 

SDg 


gests the latter, and absence of albumm at a singm 
does not exclude it Although cardiac dulness is not m 
the heart is almost certainly hypertrophied Palpation o ^ 
apex impulse m the left lateral position would probably ow 
What further evidence is needed to establish a diagnisos 


Student Examination of the sputum 
Dr Shattuck Yes, we will have an x-ray platO; o^ 
see what that will show, and I should like to have the 


exaimned . 

Second Visit (Apnl 12 th — three days after first 
Many medium moist rAles at apices, more on the right an 
the left Few rflJes lower down Bases clear Sputum 


>> animation Tubercle bacilh found . 

^ X-Ray Report (by Dr Holmes) —"Mottled dulness at W 
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apices to Eecond rib m front on the right. General thickening 
and mottling of lung markings throughout the chest Dia- 
phragm eicurmon limited on both mdes Aortic arch tortuous 
and promment.” Interpretation “Old tuberculosis at both 
apices, artenosclerotic dilatabon of aorbc arch ” 

Throat Examtmiton (by Dr Barnes) — “No enlargement of 
arytenoids Vocal cords roughened ” 

Final Diagnostr — Advanced phthisis, artenosderosis 
Disposal — Referred to Social Service for advice about 
hygiene and to arrange tor sanatonum treatment to protect 
pubhc. 


Apnl 21, mu 

CASK IL— WAR NEPHRITIS AND CHRONIC ADHESIVE MEDIASTINO- 
PERlCARDmS PROBABLE 

No 383,784 — ^Jean L Bom m Canada, has hved most of 
his life in the Umted States Age nineteen. White Dis- 
charged soldier m Canadian Infantry 

Present Illness — Captured by Germans on September 6, 
1918, and sent at once to workmg camp, where he helped to 
build dug-outs In the camp he was cold and wet most of the 
bme. About September 15th he nobced swelhng of the face, 
®oon followed by edema of the ankles, which mcreased gradually 
On September 23d he was reheved of work, but the sweUmg con- 
tinued to increase About the end of September he was sent to 
a hospital, where he spent two or three weeks. He was then 
tcanaferred to another hospital m Antwerp, where he stayed 
ten days. From there he was sent to a prison camp, where 
U^crc was a hut with stoves m it for the sick While there his 
•loniach swelled way out” There was no dyspnea even at 
first 

On December 12th he was sent to a Canadian General 
capital at Boulogne, where for the first bme be received system- 
atic treatment and began to improve His abdomen was tapped 
^cc times. On the 16th of December 3600 c.c. of clear w atery 
fluid were withdrawn and on the 18th 7800 c.c., accordmg to 
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notes forwarded with the patient The notes contmiie u 
follows 

Dec. 16, '18 "B1 p syBt , 188, diast , 124.” 

Jan 1, '19 "Loolang ill, marked dropsy, double detached retma." 

Feb 20th “Feeling all right Sbght ^ema of sbms and anHes. Wa 
blind for three weeks Now saya there is a halt owt eju 
and can see only in brightest light Pulse good and 
Fluid still present in abdomen Patient loots whrtt im 
anemic." 

"Unne albumin + +, pus and hyalme casts, 

March 6th “Alb retinitis, vision less than 6/60 " 

“Unne pus, hyalme and granular casts about 40- ow* 
"The patient says that sight is steaddy improvuig, tot « 
secs well now, that his appetite is excellent and 
better in every way ” 

Pflj/ History — ^Diphthena and measles when a smaD 
tonsillectomy at age of ten, no scarlet fever or 

Physical Exammabon (April 21, 1919) —Well . 

fairly well nourished Skm and mucous membranes m ^ 
color Pupils equal and react to light and accomm 
Albuminuric retmibs, sbght Throat negative Sev 
teeth Tongue coated 

Heart — Apex impulse visible and palpable u 
within mpple hne Dulness shghtly mcreased to 
Action regular and not rapid Aortic second sc.^ 
centuated and nngmg After sbght exertion a faint 
murmur is heard at the apex In the left lateral 
apex impulse is felt a httle beyond the anterior 
force and ividth of the impulse are mcreased Blood p 
Syst , 185, diast , 135 

Lungs and abdomen negative Knee-jerks exagg 
The skm of the abdomen, thighs, and knees shows mdn 
and well-marked Imem albicantes No edema 

Unne Cloudy, specific gravity 1019, albumen -h+i ® 
leukocytes and granular casts 

Temjierature 99° F Pulse 72 Waght 144 pounds 
Second Exarntnaiton (Apnl 23d) —Sbght systolic retrac ^ 
of chest wall below nipple and over tenth and eleventh n 


I fourth 
nght and kft 
und much ac 
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posterior axillary hue Pulsus paradoxus slight in degree 
In recumbent position soft systohc murmurs are heard in the 
puhnomc area and m the mitral area, not transmitted to the 
axilla. There is also a short diastohc murmur heard near the 
tmtral area 

Aortic second sound loud and rmgmg as before Puhnomc 
aecond sound also accentuated Blood pressure Syst,, 165, 
(hast, 110 

Dr, Shattuck What is the diagnosis? 

Student Nephntis. 

Dr Shattuck Why is the apex in the fourth interspace? 

Student Perhaps the heart was pushed up by the asdtes 
and became adherent. 

Dr. Shattuck Does the heart move with change of posi- 
tion? 

Student Yes TTie apex impulse moves to the left when 
the patient lies on the side. 

Dr, Shattuck The cardiac dulness on the nght shifts also, 
ao that the conclusion seems justified that adhesionB if present 
arc not very extensive, but there might, I think, be some ad- 
hesions nevertheless In favor of their existence is the retraction 
oi the chest wall and ribs near the apex of the heart, and m the 
hack.' The pulsus paradoxus pomts the same way, but is of httle 
•hagnostic value The pronounced asates is very unusual m a 
^'anal case m which the heart bns not been overtaxed In this 
there is no reason to beheve that the heart was a factor in 
the dropsj I do not remember havmg ever seen paracentesis 
jione for ascites in uncompheated nephritis, but m this case 
targe amounts of fluid were thus removed, and tappmg was 
t'quired three times The prominence of the ascites hi the 
^nlcal picture suggests chronic adhesive mediastinopcncar- 
^tis as a posabie cause, and the signs of adhesions abov'e rc- 
to strengthen this hypothesis 

The force and width of the apex impulse as felt in the left 
position pomt to hypertrophy, probably moderate in 

* t hypertrophied be*rt witbotrt adhe*Ion» may can»e retraetkm 

^ •pex but b thii case hyper tr ophy Is sUcht. 
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degree If there were dilatation of more than a slight degree the 
apex would be farther out or farther down The maeaseoi blood- 
pressure three tunes recorded is consistent with hypertrojij 
The murmurs next reqmre explanation The answer is not ckai 
to me The systohc murmurs in the pulmonic and mitral areas 
may be the same and may be funcbonal or due to shghtielatnt 
msuffiaency of the mitral valve Perhaps the systohc munnK 
at the base is produced at the aortic valve, but if so it is head 
m an unusual position It seems probable that the diastoBc 
murmur is of aortic ongm, for it is not of the presystohc 
nor is there any accentuabon of the first sound to suggest mitnl 
stenosis 

On the whole, it seems probable that there is a well-a®i- 
pensated lesion of the aorbc valve of shght degree and peili^ 
of the nubal as well The lesion may have developed in 
hood as a result of mfecbon from the tonsils which 
moved, or it may be assoaated with the nephnhs, as 
lesions often are m the glomerulonephntis of avil hfe J 
not remember to have seen a heart lesion develop in a case 
war nephritis 

The diagnosis, m bnef, is 

1 Subacute glomerulonephnbs beginning under war 
dibons 


2 Hypertrophy of the heart with httle or no dilatation 

3 Chrome endocarditis of the aorbc valve, shght in 
seems probable 

4 Albummunc rebmts , . 

5 Chrome adhesive mediastmopencarditis seems ^ 

W ar tiephntts is an acute nephnbs In civil hfe ^ 

nbs IS mainly a disease of childhood, but acute exacer 
of chrome glomerulonephnbs m the adult are common an 
simulate acute nephritis In war nephritis the kidney ^ 
axe very hke those of acute glomerulonephnbs Acute g 
rulonephnbs has been shown to be of bacterial ongui) so 
by analogy war nephnbs should be of similar ongm, but p 
IS lackmg Having seen war nephnbs common m the sp ' 
scarce in the summer, and recumng m greater numbers ag 
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n the autumn of three successive years m France, I am con- 
nnced that exposure to cold and wet is a factor m the great 
najonty of cases I beheve also that infection plays the de- 
nsfvepart 

The absence of dyspnea at the outset in this case is strik- 
mgly unusual, for the patient was doing heavy work. A com- 
mon story IS that the patient became short of breath while 
marching with equipment, that the dyspnea mcreased from day 
to day until he was obhged to fall out, and that later edema of 
the ankles or face was noticed 

The prognosis is uncertam The mortahty m the acute 
of war nephritis is very low Uremic symptoms when 
they occur generally yield readily to treatment. Undoubtedly 
4 certam proportion of cases become chronic and will die ulti 
®^y of the disease, but what this proportion is cannot yet 
^ knowiL The rapid improvement of most cases offers hope 
of cure m a large proportion In this case the pus in the unne 
sad the duration of the Illness seem to me unfavorable signs, 
and I thmk the case is passing mto the chronic stage. 

Trealment requires limitation of foods, the waste of whidi 
is mainly eliminated by the kidney Water need not be re- 
*bicted in this case, for the heart is strong and the absence of 
edema shows abihty of the kidney to excrete water 

Salt need not be forbidden entirely, although it might be 
Onwise for the patient to take much of it. Wc may tell the 
pntient to use salt sparingly, but a strictly salt free diet is quite 
unnecessary 

The patient 13 gaining m weight and strength and shows 
f c sign of anemia now It would be a mistake to put him on 
a much restricted or monotonous diet, of which he would soon 
tired, because he would be imable to eat enough to mam 
himself m good general condition. Now that the acute 
has passed and the appetite has returned, the patient 
cat a httle meat or fi^h once daily and eggs need not be re- 
* cted Starchy foods and vegetables of anj kmd can be 
freely Adds, highly spiced foods, meat broths, and 
^hol should be avoided 
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Drugs are not needed at present Exposure to cold mast be 
avoided Woolen underclotlung should be ■worn Phyacal ei 
ertion should be moderate If appetite fails or if hesdiche a 
edema should be noticed, the patient should at once lestnct 
the diet and return to the hospital In any case, he is to leport 
once a month 


March 31, 19i9 

CASE m.— SYPHILIS, LESIOH OF AORTIC ARCH, ^ 

mnC, HEALED ULCER OF STOMACH OR DEODBBUH 

No 382,260— William P Age fifty-nine White. Mamed 
thirty-seven years Occupation, teamster for forty ye^is. 

Family History —Wife and 5 children hving and wij w 
child died of pneumonia and another shortly after buth, cat® 
unknown There were no miscarriages 

Past History — Says he has had indigestion for ^ 
years, with epigastnc pam from one to two hours afto in 
and sometimes keeping him awake until midnight o ^ ^ 
attacks like biliary cohc Vomiting has been frequ® 3^ 
sooated with the pam Vomitus sometimes watery ^ ^ 
tunes containmg much food Ten years ago he 
pint of blood, but this has not recurred Stomach trou 

received 

Thinks he had syphilis twenty years ago ana 
little treatment for it Nocturia two or three times ov 
Present Illness — ^Dyspnea on exertion for six mon 
never associated with pam, he thinLs Has been omg 
lifting, but aside from moderate dyspnea, which soon 
off, has observed no ill effect . 

Physical Examination. — ^Well developed, obese PuP 
equal, and react normally Teeth poor Throat negah 
Heart — ^No dearly demonstrable enlargement 
rapid, but when first examined there was an 
with every fourth beat Half an hour later only ^ 
premature systole was heard No murmurs were beard 
pressure systohc 150, diastolic 120 
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Lungt negative. Abdomen negative 

Knee-jerks sluggish Varicose veins on both legs and mod- 
erate edema to knees Temperature 98 6° F Weight 23S 
pounds 

Di, Shattuck What do you thlnV is the matter ivith this 
patient? 

f Student Duodenal ulcer 

De. Shattuck Why has he edema of the legs? 

Student That 13 probably due to the vancose veins 
Ds Shattuck The past history is strongly suggestive of 
Baatnc or duodenal ulcer The type of pain, the duration of 
tyuiptonis, and the voimtmg of blood all pomt to this conclusion, 
but the symptom "which seems to me of rbipf importance now is 
ibe dyspnea. Although the heart shows httle evidence of en- 
largement, the chest wall Is so thirlc as to render percussion "value- 
'aas- I should not be wilhng to say that the heart is normal with- 
wt further evidence The premature systoles m a man of 
mty nme years of age are more significant than they would be 
“ a young man, and in this case they may mdicate myocardial 
^banges of an important kmd Moreover, the edema of the 
“Sa may not all be due to the "veins Before malong a final 
^■agnosis we must have more evidence, but I beheve that the 
baart is beginning to weaken and that the patient should be 
^^ted accordingly The recogmtaon of slight signs of failing 
compensation is very important, for m such cases much good 
“ay often be accomplished. 

There is another question which ments consideration at 
time. If It be assumed that the myocardium is weak, what 
the ehology? Phydcally the patient is not senile nor does 
show the marked degree of peripheral arteriosclerosis so com- 
“OH m senility The past history gives one important due, 
"““aty. that the patient thinL^t he had syphilis twenty-one 
y^ars ago 
of 1 

it el css 

^\e shall want x rays of the heart and aorta and of the 
P^tro-miestinal tract and a Wassermann test. 


active syphilis should be looked for in this case never- 
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Treatment — Epsom salts, 2 tablespoonfuls* every otki dij 
before breakfast, and tincture of digitalis, mm. x t l d. 

Aprtl 1st Wasseimaim test strongly poabve. jlby 
report by Dr Holmes “Well-marked evidence of hypeitioplij 
of left ventncle Shadow of great vessels mcreased. Gastio- 
mtestmal tract negative ” 

April 3d Second visit Iodid|and mercury prescribed 
April iSth Third visit Feels much better Dyspnea Ita 

mdigestion shght. Puke not rapid Occasional preniatiiit 
systole Blood-pressure 145 systohc and 100 diastolic, Aite 
climbing two flights of stairs pulse 108 

Heart Sounds distmct, none accentuated No murm® 
heard m the sitting position When the patient lay 
a faint systohc murmur was heard m the aortic area ivben 
lungs were deflated and the breath held In the left !i 
position the apex impuke was felt m the anterior axillary 
and a soft systohc murmur was heard at the apex 

Referred to South Medical Department for treataea 
syphihs They admmistered 0 1 gm diarsenol intraven 
Further Discussion of Case — ^When a heart is much ^ 
the apex impulse, as a general rule, can be felt m to ^ 
sixth space m the mtdaxiUary Ime when the patient Ues on 
left side 

In this case the impulse moved only to the antenor 
hne and it was not noticeably increased m ^ 

therefore, that the enlargement of the heart suspec ^ 
first examination and reported by the radiologist is £** 
degree The heart is not notably dilated 

The murmur at the aortic area mdicates a shght 
valve or of the arch The arch has been shown to 
enlarged, but the enlargement is not of the typo ^ 
istic of syphilis in that it is not limited to the first ^ 
the aorta If it were so limited, syphilis of the ® ^ 
early stage would be extremely probable from that evi 
alone 

'The large dose of salts will help to reduce weight, which u 
Jbesity associated with cardiac weakness 
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The murmur was probably overlooked at the first examina- 
hon. These mapient murmius are generally overlooked unless 
sought for with the greatest care When syphilis mvolvmg the 
heart or aorta is suspected, systohc and diastohc murmurs 
should he looked for most carefully Deflation of the lungs 
and examination m the left lateral position will reveal many 
murmurs that would not otherwise be found When found, 
they increase the probability of syphilis as a factor, unless they 
can better be eiplamed on some other hypothesis They are 
less important in senflity, because at this period of life they are 
commonly the result of degenerative changes When such a 
murmur is found before the patient has reached the age of 
thirty it is generally attributable to an endocarditis of bacterial 
ongm The possibihty of syphilis as a factor m the case should 
not be forgotten either m the young adult or m the aged, but 
when a heart lesion is first discovered between the ages of thirty- 
five and fifty the probability, a pncn, is m favor of syphilis as 
the cause This fact cannot be too strongly emphaaJied be- 
cause early diagnosis gives hope of good results from treatment, 
hut after the damage has become extensive no treatment can 
°ice, and the prognosis m such cases is grave even with the best 
treatment 

Another interestmg possibility exists m this case Might 
the stomach trouble also have been due to syphilis? Cases of 
ulcer with hematemesis have been attributed to syp hilis more and 
more frequently in recent years Whatever the cause in this 
case, the lesion seems to have got wefi without leaving any signs 
fitscoverable by x-ray examination 

Apnl Z4lh Fourth visiL Patient feels about the same 
fihght dyspnea persists Less edema of legs Left leg swells 
“tcasionallj Pulse-rate at rest 84 After chrabmg two flights 
of stairs quickly it reached 124 and showed occasional irregularity 
iliarsenol 0 1 gm* administered by South Medical Department, 
Fmal Diagnosis — Syphilis, l^on of aortic arch, probably 
Dphlhtic. Healed ulcer of stomach or duodenum, perhaps 
typhilitic 

Disposal — ^Undergoing treatment. 




CONTRIBUnON BY DR ARIAL W GEORGE 
AND DR RALPH D LEONARD 


the use of the i-RAY m the study of multiple 

DIVERTICULITIS OF THE COLON 

Recognlbon of Diverticuliba as a Clinical Entity, Constipation 
»B an EUologic Factor, Pathologic Changes, Symptoms, 
Differential Diagnosis, Radiographic Classification of Mul- 
tiple Dlrertlctiia , Bibliography 

The term “multiplo dn'erticulltis,” -when applied to the 
large intcstmo, refers to the presence of one or more sacculations 
projecting from the extenor of the gut, together with their scc- 
®>'tlary mflaamatory changes As many of these pathologic 
aequcltc mvolve the tissues around the mtestme, “pcndivcrtic- 
•rhtis might be a more apt term 

DuncrbciiUtis today occupies an important place m medical 
literature and is recognized as a distant climcal entity by every 
“PBiating surgeon of large practice It is only withm the past 
t'''clve or fifteen years that the profession has had an mtelh 
gent appreciation of the importance of this condition, although 
Eraser presented m 1898 a fairly accurate chmcal and pathologic 
description of ‘‘dn-crUculum formation” m the large bowel and 
phoned that such cases were not uncommon 

Pre\aous to eraser’s wort, howe\-cr, the htcralure on “di 
’-’crbcuhtis” consisted m the occasional report of isolated cases 
Virchow m 1853 described certain “pathologic diangcs in^lvmg 
'he descending colon and sigmoid charactcnzcd by isolated, 
®™m^cribcd, adhesKn: pcntonitis” He mxn described wmc 
'•1 the possible compheations, adhesions, constnctions, perfora 
hon, etc. He did not, howcsxr, note the presence of divcrticuli 
I5<>3 
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as the onginal cause, considering constipation as tk etio- 
logic factor, neither did he attempt to describe tbc cEuiol 
picture 

From 1900 on many important contributions were offered, 
particularly by Amcncan observers Fisher m 1901 and Beet 
in 1904 did experimental work on the etiology of the mtestmal 
diverticula In 1907 the Mayos, Wilson, and Gnffin reported 
several operated cases of diverticulitis, contributing partKnhrly 
to the clinical aspects of the disease In the same year BreivH 
offered a paper also descnbmg the clmical mamfestahons 0 
diverticuhtis entitled “Etiology of Certam Cases of Left 
Intra-abdommal Suppuration ” In the following year 
hurst reported a case of “Sigmoid Diverticuhtis ™ ^ 

This patient is the youngest case on record McWilhams a 
tlie same time reported cases emphasi 2 ang some of the senoos 
sc^ucl^c 

Telhng in 1908 for the first tune collected and 
recorded cases, classifying the pathologic changes an 
results This classification has furnished the 
articles of importance written smee that date In 1 ® ^ 

and Gruner amplified this classification, basing their con 
on a much larger number of cases „ 

Dunng the last seven or eight years there have ^ 

contributors to both the chmeal and pathologic ea 
"multiple diverticuhtis,” among whom are 
Gifiin, Hartwell and Ceal, Graves, Erdmann, an ^ 

McGrath His paper on the “Etiology and Pathogen 

Colon Diverticula” is particularly valuable _ prUcuhtis 

The a:-ray as a means of diagnosis of multiple div ^ 
was first brought to our attention by Dr Stewart, w 0 
Roentgen diagnosis of sigmoid diverticuhtis in a case repo 
by Abbe m August, 1914 jlje 

Caiman, m November of the same year, and CaK, 
followmg year, desenbed the radiographic appearance ° ® ^ 

diverticuhtis of the colon Smee then a few 
this subject have been made by roentgenologists to pen 
and text-books These papiers, however, are m the nature 
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reviews and confirmation of Carman and Caseys 'worki and offer 
nothing parhcularly new 

In order to better understand the radiographic appearance 
oi multiple diverticulitis it may be wise to consider some of the 
pathologic aspects The followmg statements and classifica- 
tions represent in general a rfeumfi of the more recent contribu- 
tions to the pathology and etiology of this disease 

Diverticnla may be classified m two general groups — the 
congenital group and the acquired group The congemtal gro2p 
is small. Meiel’s diverUcuiom m the small mtestm'^ and £ 
few other developmental anomalies, such as a persistent tir2.c:xn'^ 
compose this These congemtal diverticula do n/ 

into the scope of the present paper 

As Dr Charles Majro states, “The various hotloTr 
and tubular structures of the body are subject to 
diverticula Even the large blood-vessels arc prose to 
ditwn m the fonn of sacculated aneurysm 
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It has been suggested that onginally they were 'W” 
diverticula, the muscle coat sunply atrophying from disuse. In 
view of the probable etiology of diverticula we fed that the idea 
of “muscle atrophy” is rather unlikely 

Diverticula of the large bowel may be found m any dmsKai 
of the large mtestine, but are most commonly found m the 
descendmg colon and sigmoid McGrath’s figures m a senes 
of 32 cases are typical In 27 cases diverticula were found m 
the descendmg colon and sigmoid, 2 cases m the rectum, I case 
in the transverse and hepatic flexure, and 1 m the anal nn? 

Our observations as radiologists would lead us to 
that diverticula occur in the ascendmg and transverse co® 
more frequently than has generally been believed The 
ula m this location, however, are less likely to give symp 01 ® 
than m the descendmg colon and sigmoid, hence do not come 
the attention of the surgeon or pathologist 

The number of diverticula present may vary ho® ® 
or more Hauseman found 400 at autopsy m a mn 0 
five dymg from pneumoma It is generally agreed a ^ 
diverticula are multiple and that 10 to 20 are the average 


ber found nchesm 

They vary m size from a small fraction to 2 or more 

diameter The tendency is to gradually mcrease m 
earliest stages bemg microscopic The average size 
autopsy or operation is about that of a pea 

They are of variable shape, bemg usually roun or 
Some are distmctly pedunculated, with a mmute openin 
the lumen of the mtestme . 

The contents of these pockets is almost entirely eca m 
the consistency of which is variable Occasionally 
material becomes so inspissated as to produce fe 
Grath speaks of “concretions becommg mcapsulated ^ 
diverticula and, the pedicles sloughmg, give nse to 
m the abdommal cavity ” Numerous writers have rope 
foreign bodies m the diverticula usual') 

The diverticula project from the extenor of the gut, 
close to the mesentenc attachment (Figs 254 and 25 } 
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cnav be found between the two layers of peritoneum formmg the 
jnesenterj It is also observed that the diverticula are m dose 
pTonmity to the epiploic appendices 

Under the imcroscope the walls of the diraticula are seen 
^to consist of mucosa usually submucosa and serosa There is 



Ini ^ — Di\-crticula o{ ilpnotd The pouches are» for the most part 

I cpiplotcse- (Toten from Max^'cH Telling and Gruner 

Journal of Surp ^■o\ No 15 ) 

^^plctc absence of smooth muscle fiber In some of the larger 
triicula the hning of epithelium is more or less obliterated, 
continued pressure of the fecal contents 
^ There 13 no ob^^olls reason for bcl!c\’ing that the formation 
^ *unplc colon diverticulum will neccssarilv be the <^urcc of 
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sjTTiptoms In fact, \\e frequently find CMdence of diNtrtiaik 
on tlic ^-ray■ plate xvitliout the patient presenting any lool 
symptom It is apparent that only iihen pathologic dnnse: 
take place that are seconda^^ to the dn erticnla do the patoL 



Fig 255 — Portion of descending colon Specimen n ° Tellois 
the internal onfices of the diverticula (Taken from 
Gruner, ‘'Bntish Journal of Surg iTil i\ , No IS ) 

complain It is difficult to estimate what percentage of ^ 
ticula have mflammatory changes sucli as to 
toms Tellmg estimates that 60 per cent of all persons 
colon diverticula may have sjmnptoms 
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It IS clear, therefore, that the recognition of mflammatory 
sequelffi is of utmost importance m the consideration of multiple 
diverticuhtis- In general, the \anous secondary changes and 
comphcations are the result of mfecbon through the walls of 
the di\Trticula, They have been classified for convenience m 
various ways The following is as typical as any 

(fl) General penlcmilts may be produced by the actual pass- 
age into the peritoneal cavity of bactena or their toxins through 
the thmned-out walls of the diverticula, some of the walls being 
so thin as to consist only of peritoneum 

(b) Acute gangrenous mfiommation may result from strangu 
lation at the neck of the pedunculated type of diverticulum 

(c) The chrome proliferative extnunucosal inflammation ifi 
the most constant pathologic process Telling considers this 
condition the most important These prohferaUve changes 
produce in time large pdpable masses These mosses tend 
surround the gut Emb^ded m them are the diverticula 
Later they tend to actual mteshnol obstruction It Is this 

of mflnmm ation to which the term ‘*pendiverUcuHtlB'* 

^ It IS this compheabon which is frequently dlagnos^ 
^ecT or sarcoma. 
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the mesentery may be an etiologic factor m the produdm (i 
some cases of volvulus 

(g) The development of cancer on the inflammatory mass t 
a possibility The condition is analogous to the deitbpmaitrf 
cancer on a chrome mduiated gastnc ulcer McGrath reports 
that m his senes of advanced pendiverbcuhtis with fonnatioa 
of a mass of connective tissue, 25 9 per cent showed evideiia 
of raahgnancy 

Beer, Wilson, Telling, Giffin, McGrath, Hartwell, and W 
have all presented theones as to the cause of divertiaiia 
foUovmig factors are worth consideration 

1 Age Most cases occur m people beyond mi ^ 
Occasional cases are reported m patients under thirty 
hurst reports a possible case of seven years 

2 Males are twice as susceptible to diverticula as ^ 


1 


3 Obesity seems to be a defimte predisposing 
other hand, rapid loss of weight may be followed by diveih 

4 The normal muscle structure of the colon, parb 
arrangement of the muscle-fibers, is thought to p 

toward diverticulum formation contains 

5 The physiologic rdle of the sigmoid, m jj 

gas and fecal material under more or less pressure, ma 
etiologic factor ' . j, tie 

6 The pomts of entry for blood-vessels points 

intestinal wall seem common sites for diverticula 

of entry are also close to the appendices epiploic® ^ the 

7 Another predisposmg factor may be a vana 
size of the blood-vessels as found in congestion ro 
obstruction, or high arterial pressure in cardiorenals or a 
arteriosclerosis 

S There may be a congemtal predisposition 

9 Simple muscle weakness in the intestinal w 
a causal relation to the presence of diverticula 

One or all of the above factors may be involved jjjj 
duction of diverticula In general, hemice of any 
result of increased pressure withm a cavity plus a loro ^ 
m the wall In the region where diverticula most co 
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occur (the agmoid) the intestme is subject to increased pressure 
from eccmnuktmg feces and gas 

Weakness in the wall may be produced by localized fatty 
degeneration of the muscle, degeneration from cachexia, the 
foramen for the blood vessels with the coat of connective tissue 
are less resistant than the surrounding muscle fiber, etc. 

Multiple dlverticuhtis presents a fairly defimte chmcal pic- 
ture The average age of the patient is from forty five to sixty 
and, m general, there 15 a marked tendency to obesity In our 
cases diagnosed by the i-ray the majonty of the patients weighed 
about 200 pounds Men seemed more susceptible than women 
A history of chrome constipation is found m about one-quarter 
of the cases A picture of chrome obstruction with altematmg 
diarrhea and constipation is suggestive, the chrome obstruction 
bong from the secondary connecbve tissue changes. 

Pain IS present m a large percentage of cases In the chrome 
type there is frequently a long history of attacks of crampy 
pain m the left lower quadrant About 15 per cent give a 
story of abdominal pam of considerable seventy It must be 
remembered that symptoms are the result of the secondary 
pathologic changes These may vary all the way from acute 
Pcntomtls to acute obstruction, so that the symptoms of pam 
may be variously manifested 

The simple diverticula without secondary inflamm ation 
ciumges probably do not give symptoms. 

A palpable tumor in the left side is found m about 30 per 
of the cases giving symptoms It is usually on elongated 
sausage-shaped” moss lymg commonly just above and more or 
less parallel with Poupart’s ligament. Frequently it is mobile 
A characteristic of this tumor is its vanabihty It may appear 
and disappear several tunes, its appearance bemg accompanied 

signs of inflammation 

Abscess formation, local peritonitis, obstruction, etc., all 
*bow their usual clmical signs of fever, leukocytosis, pain, etc. 

Rectal examination is negative m all cases except where 
mere Is actual diverticulum formation m the rectum itself The 
i’^°^fr'*oopc reveals nothmg 
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Multiple diverticulitis is mainly an cxtramucosal disease d 
the mtcstinc, so tliat commonly the mucous mcmbme tEmSb 
intact As a result the passage of macroscopic blood is no! 
commonly assoaated with diverticulitis This is an unpoitail 
pomt in tlie diJOferentiation of cancer Carcmoma is a mocoal 
disease and assoaated with blecdmg 

In the differential diagnosis carcmoma of the colon b tk 
important condition to be ruled out The pathologists leB ib 
that possibly 25 per cent of the chrome mdurated diverbculiln 
cases become mahgnant 

But, m general, a patient who is well nourished and conlmns 
to maintain good nutation m spite of symptoms, 'who l® i 
long history of attacks of abdoimnal pam, localizing m e e 
lower quadrant, who presents at limes a palpable mass in 
left lower quadrant, usually who has not passed maoosc^'^ 
blood, who may present evidence of vesical fistulm, an w 
negative sigmoidoscopic examination— -such a pa ™ 
reasonably have made a diagnosis of chronic pm 
divcrticuhtis , . p{ 

In carcmoma of the colon there is usually an y ^ 
flesh Pam is not a constant symptom until obstiue on^ 
m Tenderness is a late findmg Blood, on the o ® 
may be an early findmg When tumor is present, i 
manent 

From the other forms of pelvic mflammation it 
difficult to differenbate multiple diverticuhbs Ik; t si 
pendix can usually be ruled out by the ai-ray In tha P 
of a palpable left-sided tumor one must always consi er 
ticuhtis , 

Up to the present tune roentgenologists have gf 

speaal techmc for visualizing colon chverticula Su ^ 
multiple diverticulitis as have come to our attention have 
found in the course of routme x-ray mtestmal examm^tios 
For those roentgenologists who do not make a routine 
tree of radiographmg the abdomen previous to the admin* ^ 
tion of the banum meal we wish to emphasize the nopofl®® 
this prelnrunary study Just as preliminary routine pkt^ 
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the nght upper quadrant will occasionally -Nusualize a gall stone, 
plates of the left lower quadrant oftentimes will give evidence 
of importance m the question of multiple diverticulitis 

From the pathology we learn that fecahths may be found m 
the diicrticula due to the prolonged retention of fecal material 
On account of the deposition of calaum the fecahths are capable 
of casting distinct shadows on the x ray plate Unless pre 
hminar^ plates ore made such shadows will be obscured by the 
barium meal 

Urv'crticula, which ha\ e become separated from the mtestme, 
and are free bodies m the abdominal cavity, maj produce a 
shadow on the plate Their free mo\'ement will be demonstrated 
These preliminary plates may also rea^eal shadows which 
later m the eiommation might lead to confusion unless their 
pn^scncc had been prcviousl> recognized CalcuU m the left 
^dnc\ or ureter, calcified glands retropentoneal or mesenteric, 
phleboliths, sclerosis of ihac artenes — all ma> produce shadows 
soinci\hat simulatmg the contents of di\crticula 

"Ibc plates should be made both on the front and back 
our experience an mtcnsifjang screen allows us to use a hltle 
less penetrating ra> resultmg m a more contrasU plate This 
additional contrast, shght as it raaj be, frequenth makes all 
fbc difference between showing and missing on obscure shadow 
The fluoroscope helps m differentiating a movable and fixed 

'hadow and particularly m determining if it moxes i\ith rcspira 
tion 


■^fter the preliminary examination the patient is gl^cn the 
meal The meal which has been used routmeh for sex 
wars m general gobtro-intcstinal examinations has proved 
*^fisfactor\ for the demonstration of colon diverticula It con 
ts of 2 glasses of buttermilk Avith ll ounces of banum sulphate 
m caij gfjijg ^ taken on an empty ‘Stomach 

buttermilk meal the appendix is more readiK filled 
^ With other meals so it is likely that diverticula arc more 
fillctl With this t\'pc of meal 

th hours after the meal we find the best fillmg of 

^ Colon It IS on this plite that the diverticula arc fir^t 
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Visualised As a frequent site for the dnerticula bneartfe 
mesenteric attachment, it is obnous that in a simple anteiD- 
postenor plate tliese shadows ma} be hidden b) the mass o( 
barium filling the lumen of the colon Palpation under tk 
fluoroscopic screen or stereoscopic plates may bring to lightsome 
of these hidden diverticula (Figs 256-259) 

As these pockets tend to retain the banuni o\er a prolonged 
period, DC ha\e found that plates made thirt}-SL\ to fort) -eight 



Fig 256 — Normal colon Plate made follow mg a banum eoe 

hours after the meal show the diverticula to the best adimn 
At this time the lumen of the colon will be entirely ° 
barium meal, and the banum-fiJJed diverticula stand out 
and distmct 

It IS of importance to determme the length of tune banu 
retained m these pockets This, of course, is variable an 



rSE or I RAY IN S ' llUV or ATT-TTTPTT: DI\'XSTrCTUTl:^ 


pends upon the hpe of fifvrrbcnl nm. We ha\'e ob-ervea 
ffherc plates made not onlv davs Irat Tvcehs alter the mea 
showed evidence of hamnn m the dixertiaihjin 

The ttanuiiatioa ^uth the banum meal should ahva\s 
followed up mii the bamnn The enema v= not a* *=au^ 

fattOT) as the meal for Mstialmog the actual diverticula Toe 
pothets do not fifl read 3 \ perhaps for the ^same reason that Jie 



F, 257 -\on^ four hour, after a tanum mraf. 


T'ndu IS not fiUtd b\ the enema ^num N-en 

u CTcroa ts ot \-a!w 

«u\ otxcures manj of the diverticula T\dar\ pathot pc 

in bnngine out some of tnll 

^ges, such as chronic tbicJ.enmg of ca'H«^ chrvmtc 

or bcgmmng obstniction, ab-ce'- 

'Fforation, fistula:, etc. ^r Krnum "Oih 'i 1' "f 

Our practice is to mix up 5 or 6 ounce* t 
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Of buttermilk and %%alcr enough to make a quart Ikk 
^^cn slowlj with Aeri Jillle pressure, the elevation of the era 
incr usua)J> not more than 2 feet abo\e the table 
ru oer rectal tube is used, the end being inserted jurtbepnd the 
Jrt e^al spliinctcr The patient, if possible, hes on the leftvdt 
IS solution IS not irritating, and the patient usualli retain, 
comfortabi} for ten minutes or more Plates and studi mth 



hvQcrt^ 258 —Normal colon Plate made after a banum meal Some 

confiicJ!r''^'»u j appearance of haustrn in trans\’erse colon, litel) W S* 
conlnsed with diverticula 


tiie fluoroscope are made immediately In fact, it occasionah 
^ valuable mformation to watcli the abdomen mth th 
fluomscope as the enema is being given 
at; v.,-, ^ Patient IS next asked to empty the colon as complef^^' 
possib e, and further plates are made These last plate 
a ize any diverticula which retain the banum, and 
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give US information as to the abiliU of the patient to empt} the 
colon 

The \ inous radiographic appearances of multiple diverticula 
roughl} group themselves into three general classes This 
radiographic classification corresponds with the grouping based 
on their patholog) 

Thcyirsl class is composed of cases showmg simple diverticu- 



•Te 259— Normal colon FoIIowiob a banum enema Note the atonic 
condition ol the Intwjnal 

lum fotmauon The diverticula maj be diffusclj scattered 
throughout the colon The patient ma) or ma> not have 
^iTriploms 

The second group consists of those cases showing begmnmg 
^'ondarj mfiammator} changes These cases usuaU> show the 
aivcrticula prettv well localized about the descendmg colon and 
'PMiirt The paUents usuaUv are havmg sj-raptoms 
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The Ihird group consists of cases showing ad\anctdse«»4- 
arj' inflammator}' changes, such as pencohbs, tumor, olKtoic 
tion, etc (Figs 273-277) 

Croup 1 — Occasional!), in the course of the routine gasto- 
intestinal examination, one mil obser\'e m the plate madt 
twenty-four hours after the meal round discrete shadmvs ol tk 



Fig 260 — Multiple di\ertitula Plate made ttventj ^ desetfld- 
meal Diffuse distnbution of the diverticula over trans\'ewc 0 
mg colon, and sigmoid Simple diverticulum formation mthout m 
changes Class I 

same density as the banum-filled colon, but usually ^ 
from it The shadows vary m size from that of a pmhea 
dime or larger They are circular m outhne and are lU 
proximity to the mtestmal wall Under the fluoroscopic 
' they seem to be a part of or mtunately connected wuth the 1 
vet distinctly outside the lumen of the mtesPne 
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These shadows represent the banum filled diverticula. They 
may be seen anywhere throughout the entire colon from the 
cecum to the rectum Any portion of the circumference of the 
gut may be affected As these diverticula have a tendenc\ to 
retain the banum, as mentioned before, the best time to observe 
them IS thirty six to fort> -eight hours after the meal, at which 



Fig 261 Multiple diN*crticuIa Plato made four hours after 

num meal A fcir simple dhriticula diffuselj tiistnhuted at A B and D 
PP^^bc \ijualized at C Patient has no B>mptoms. Class I 

tunc the lumen of the intestine is free of the banum and the 
touml discrete shadotvs of the banum in the du'crticula stand 
clearly 

These shadows, \ar\ing m number, ma> be seen anj'whcrc 
ng the course of the colon, the most hhclj site being the 
colon and sigmoid In *«mc of the extreme ca^ the 
'■criiculi appear \crj much liLc a 'String of beads 
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The diverticula classified in this first group ate feeqmft 
not associated nith s)’mptoms The)' are occasionally W 
during a routine e\amination in people apparently mil 
As the condition is one of a simple dn erticulum {onnata 
Mithout inflanimator) changes, about the only symptoms to k 
expected a\ ould be those of toxic absorption, the absorption ben; 
from the prolonged stasis of fecal matenal in the dntrticula 



Fig 262 —Multiple diverticula Plate made twenty four 

meal No symptoms, no inflammatory changes ^ 

1.1 pIv to 

Two conditions may present radiographic pictures 
be confused with simple diverticula First, a hy'pertonic 
tion of the colon may be assoaated with almost a 
dition of the haustra, so that discrete masses of banuni 
separated from the mass of barium m the lumen The depcu^^ 
portions of the haustra of the transverse colon seem to be a 
mon location The plates made at mtervals will demon 
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that these apparent sacculations are only temporary A ta 
diverticulum is permanent Again, study with the fluortKope 
and banum enema w ill show that these haustral shadow ae 
within the lumen of the gut and are not extramural, as b Ik 
case W'lth the diverticulum 

Second, in a certain tj'pe of indmduals the colon contend 
become subdivided into small discrete masses, particularly n 



Fig 265 — Multiple diverticula after a binum enema A ft" 

ticula Class I 

the descendmg colon and sigmoid A spastic type ef con t^ 
tion frequently produces this condition These sm ^ 
may be confused xvith chverticula In mconstancy 0 
shadows is the chief means of differentiation 

Group 2 - — The second group m the classification of * 
^'Cuhtis is composed of cases showmg beginning secon 
^anges of an inflammatory nature The chverticula m 
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TOTp are usuaU\ localized along tr* cf^cerr^mg co 
lod s^oid The pahents <“ ks> ctS~ 

utc symptoms 

xraj plate shoyvs ntncero:^ driertrci-a ir^ni 

^ or 0 to 20, atoated m a lirmted rtsron shozt jinict_03 01 
ie agmoid and desmidmg co^on rpf^ 2fA~7.12 ) 

Tbe amount oi mtestme a ■oHied t e-o* than 2 o* 
' ®oitt 5 The impottant radi‘>zrepnx zDpeajarcc Gi5erea- 



bnn,!? <lr\'Wt>ajj, PUtr tra'i* t**'eEt5 hotiri 

<ri^'«T2ndj are <*-^nrttJ> kxaltr^ at J 
and nffmOTi aa'J B Tfc^ u namnanj of the c 
Injci vnCammuTTi Hhi>^ ar'i fpum Cla-» It 

'“'wg t)u5 ffon, preceding group is a b'-ginning 
r lumtn of the intestine The apparent 
f„n ^ ^ vrhoHi due to spasm It is usuah' . f o“ 
.rT^ ^ barmm meal Frequentfj the enema ^ 

^ spastic condiuon. In later cases wBere 
*«cmng about the colon svalU the narTowmS 
fie meal and entma 
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207 — ^IMuItip[c dt\crticuh Condition similar to Fig 266 Cbss K 
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Fig 268 - 


>^^ultiple dnerticula AVith beginning narrowing 


of the colon 


y^. * — vji > ciLicuid wiun ueginiiiuij 

rh» I folloiving the banum enema Rather diffuse distnbuU^ 

) 15!^'^''^*’''^ throughout the descending colon and sigmoid Class 
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Under the fluoroscopic screen there is usuall} found localized 
tenderness The sigmoid ina\ be fired from inflammatorj ad 
hcbionb The infiltration o( chronic inflammator} tissue in and 
about the intestinal nail will produce a demonstrable ngidit) 
of the wall 

The condition which it is important to differentiate from cases 



F>p 269 — Mulllplu du“crtK:ub Plate made after banura enema Lo 
calizcd dix-crticula at A with narTominj; of the lumen mainly due to «pasni 
rWeboliths at B might bo confuted with di\Trtiaila unlcM their presence 
had been pre\nou*l\ recopnited in the preliminary examination 

m tliLs group and the third group is carcinoma I do not behc\ e 
that a posiii\‘c differentiation can alway-s be made with the 
^ m\ alone parlicularh as a certam number of cases ha\-c 
niMignanl disease dcy*eloping on top of a chronic dncrticuhtis 
Tit histon and phv-sical examination as it'd! as laboratorj 
findings arc of the utmo'^t importance m making this differentia 
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tion In studjong the i-ray plates there are one or twopomb 
uhich one must bear m mind when considcnng the possMty 
of cancer or dn erticulitis 

In the first place, the r-ray appearance of diverticulitis teni 
to remain constant even over long periods of tune Ifmalig 
nant disease is present repeated exammations show a progress- 



Fig 270 — Multiple diverticula Plate made after the ban 
Isolated di\erticula at A and B Secondary inflammatory changes i 
descending colon Class II 

mg lesion If m a continued study of a diverticuhtis 
find a portion of the involved area beginning to change its 
tour, one must be suspicious of a beginning mabgnancy 
Cancer, m general, is an intra-mtestmal growth The gro 
IS m the wall of the colon, evtendmg into the lumen and 
ty circumscribed The tumor mass m diverticuhtis is t)D 
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sidL the intestinal wall, being a pcncolitis or pcnsigmoiditis It 
IS not definitclj circumscribed 

Hence when we find a filbng defect in the colon produang a 
narrowing of the lumen with the transition from normal bowel 
to diseased bowel immediately we suspect cancer With a 
narrowing due to dn-erticuhtis seccral inches of colon on cither 
side of the actual point of nanciwing will show- more or less 



tii; >1 -ijx-ilii-ol (Iiv-crtiruh (ermalKjn I htc maifc a([„ lonum 

menu Tu-o <li»cTtK-iila ai a and D mlon at (h,, pni„, 

mplnm-, of f hriinic nlmractmn ttifs 11 

iMdinee of di«eaM. In other wonK in dnerticuhles the transi 
tion from normal bowel to disea-wil bowel H gradiiaf, wbf 
cancer the transition u> abrupt (Figs 273 and 279) 

Obstruction from cancer is Iitclj to be se-atre 
gressne and hnalli compltU Obstruaion^ 1 
sarticuhus Is usually not se\-crc wath a 
extending sometime-s oarr a [icnoil of arars,^ 
iligs 27S and 2S0) 
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Under the fluoroscopic screen an intermittent palpable timot 
of the colon is ahrajs peridiverticulitis A constant and pr 
sistant tumor mass ma\ be cancer 

Group 3 — In the third group ve put the cases showiagail 
\ anced secondary changes associated mth moderate to 'out 
symptoms In this group are the aanous forms of obstructioiL 



Fig 272 — Diverticula at A and Hath narromng of the colon at 5 

enema Class II 

The tendency m an^'' chronic inflamniatorj' mass is to contra ^ 
As we find a chronic obstruction following an indurated 
at the pylorus of the stomach, so with the inflanimator} 
tion about the colon the-^ame process takes place The tendenQ 
-m chrome diverticuhtis is toward chronic obstruction, ^ 
tending over years 
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Fig 273 — Dis-cnicula viith adxmccd mfloramator^ changes. Plat 
taken following the banum enema Infiltration of iotcstinal 'K*all from 
to B One large dn'crtknjJuni at C S>'roptoms of ob«n>ct>on Operatjon 
bhowed a chronic Inflammiton moss. Class 111 





fn: 271 Dl^'e^tlcula mith odrancwl lnflarmnator\ changes Contlition 
similar to Fig 2/3 Claw III 


tc^S 




Fig 275 — Multiple duerticula with chronic inflammatori ctoS® 
PHto tiken nftcr a bnrium enema Narroning of intestine fitrra /I 
Operation showed tumor mass composed of chronic inflammatoo h®*' 
Class III 


I 

$ 






nirf ~^hronic inflammatory changes inamlving descending 

. u *'’'=rticula are seen, but the mtestme presents a sen^'W* . 
^ uc as IS found associated nith diaerticulitis Class lH 

i tS3o 
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The a-ra}" picture of colon obstruction is characterblic and 
needs no special comment There is stasis proximal to tk 
point of obstruction uith possible dilatation of this portion of 
the intestine This is studied best following the barrara meal 
Plates should be taken at sufficient interxals to determine tk 



Inn C hepatie 

Fig 279 — Cnncer of the colon at point 4, 3, tnn5\er«e^ the 

flexure, D, appendix Plate taken after banum enema * ^ j^enstic ol 
transition from normal bowel to diseased bowel, which is c ara 
growTih In Fig 278 note that the transition from normal to 'se 
IS gradual This is characteristic of chronic inflammation 


degree of obstruction — forty-eight or seventy-two hours 
the meal, if necessary The banum enema will conhrn^^ 
meal and also giNe more detailed evidence as to the araou 
olon involved and the degree of narroxving 

In this connection one must mention an appearance 
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The a-ray picture of colon obstruction is charactenstic and 
needs no special comment There is stasis proxunal to the 
point of obstruction with possible dilatation of this portion of 
the intestme This is studied best following the banum Tncal 
Plates should be taken at sufficient intervals to determine the 



Fig 279 — Cancer of the colon at point A B, trans\’erse colon C, hepatic 
flexure, D, appendix Plate taken after banum enema Note the abrupt 
transition from normal bowel to diseased bowel, which is charactenstic 0 
growUih In Fig 278 note that the transition from normal to diseased bowe 
IS gradual This is characteristic of chronic inflammation 

degree of obstruction — forty-eight or seven ty-ttvo hours after 
the meal, if necessary The barium enema will confirm the 
meal and also give more detailed evidence as to the amount of 
colon involved and the degree of narrowmg 

In this connection one must mention an appearance of the 
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Fjjj 2S0 — Chronicobstftjctjon from di\*crliculjtJ5 Lesion ot pomls <4 and B 



28! ‘vimc case as 280 four ^■cars later showing complete 
iti banum enema Opcraiion rcNTaied chronic infLimmator> 
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colon which has become to our mmd almost pathognomonic of 
chrome diverticuhtis, although the diverticula themselves are 
not Visualized Particularly along the descending colon and 
sigmoid one occasionally finds a pecuhar serrated appearance 
of the colon (Fig 276) This may extend o\er sexeral inches of 
the gut, and is associated with more or less narrowing of the 
lumen These serrations are small, close together, and with a 
rather sharp pomt, presenting at times a saw-tooth appearance 



Fig 282 —Drawing of specimen taken from preceding case Shoffs 
cross section of sigmoid, the wall of which is enormously thickened by chrome 
inflammatory tissue Within the mass are seen the diverticula, to which t e 
arrows are pointing No CMdence of mahgnanc> 


They will not be confused with haustral shadows, for they are 
too numerous and too small, and, more important, they are 
constant m shape and position 

This serrated appearance is best seen following the eneraa, 
although it may be observed in the twenty-four-hour plate after 
the meal Repeated enemata given on different days show this 
appearance to be constant 

The serrations do not change m size or shape Further- 
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more, palpation under the fluoroscopic screen usually shows us 
that the intestine is more or less like a rigid tube. The walls 
are thickened and have lost their normal fleiibihty 

One mfers that the serrated appearance is due to inflammatory 
thickening and mdurabon m and about the mtestmal wall, sec- 
ondary to the presence ol diverticula The diverticula them- 
selves not being visible, perhaps obhterated by the connective 
tissue formation, or already so filled with mucus and fecal 
material that the barium is unable to enter 

There are other comphcations secondary to diverbcuhtis be 
sides simple obstruction Adhesions ansmg from the localized 
diverticuhtis may mvolve other colls of mtestmes or other 
organs Such a condition is best observed under the fluoroscopic 
screen 

Chrome perforation with abscess formation is not an un- 
common sequel The x ray appearance is no different from a 
chronic perforation of gastnc or duodenal ulcer The plate 
may show an abscess cavity filled with banum outside the 
lumen of the gut, with a small isthmus of banum connecting it 
with the mtestlne Acute perforabons do not come to the 
X ray man 

Some of the acute diverbcuhtis attacks simulate a left-sided 
appendix The banum enema may be of help in such cases by 
demonstrating that the cecum and appendix are m normal posi 
tion on the right side 

Hardy fistula: may result from diverbcuhtis Several cases 
base been reported of fistula: conneebng the bladder with the 
colon Such conditions would be dearly shown on the x ray 
plate 

In general, it must be borne m mmd that the diagnosis of 
mulbpic diierbculitis is not to be made from the x ray alone, 
although m some cases it may seem possible The i-ray cvi 
dence must be conddercd in conjunction with the history, 
physical examination, and other laboratory findings This Is of 
particular importance in the differentiation of cancer and mut 
bple diverbcuhtis 
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CONTRIBUTION BY DR M J ROSENAU 
HAiVAiD Medical School 


SOME FALLACIES IN THE DIAGNOSIS OF “PTOMAIN 
POISONING” 

The term “ptommn poisoning” has become both popular and 
vague Jordan aptly states that It is a convenient refuge from 
etiologic uncertamty In Europe the diagnosis of *‘ptomam 
poisoning” IS seldom made, and the use of the term in any con- 
nection 13 very rare and quite guarded In this country, how- 
ever, cases of “ptomain poisoning” are stiU described in the 
medical journals, but more frequently in the lay press Any 
acute gastnHntestinal attack resulting from a great variety 
of causes Is apt to be called “ptomain poisoning ” The diagnosis 
has fallen into disrepute because it lacks precision and has be- 
come a cloak for ignorance 

Selmi, In 1873, first used the word ptomMn (from plcma, a 
corpse) to include the poisonous products of putrefaction which 
gave the reaction then looked upon as characteristic of vegetable 
alkaloids From the time of Selmi, when ptomains were re 
garded as animal alkaloids, our conception of these substances 
has changed markedly The last attempt to give precision to 
the term was bj Vaughan, who defined ptomains as mter- 
mediate cleavage products of protem decomposition. 

For the past two >'ears I have had charge of an mvestigabon 
on the subject of “ptomam poisomng,” in which I have been 
ablj assisted by mj associates m the Dcpiartment of Preventive 
Jledicmc and Hjgiene at the Harvard Medical School, es- 
peoallj bj Professor J Btonfenbrenner, Dr D L Sisco, Dr 
R JI Atwater, Dr John Wcmorl, Dr E W Cheyney, Dr W 
G Webber, Mr M J Schlesmger, Mr P F On, AFiss C R. 
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Davis, Miss H Husted, Miss E Wolff, and a group of others 
working upon the chemistry, bactenology, and epidemiology of 
the subject of food poisoning Duimg the course of this in- 
vestigation a speaal effort was made to discover and study every 
case occumng m and aroimd Boston As a result of these studies 
a number of mterestmg facts were discovered, which will form 
the basis of an extensive report Here I want to call attention 
to some cunous fallaaes m the diagnosis of “ptomam poisoning ” 
A careful study disclosed the fact that some of the cases were 
bacterial infections, others were caused by corrosive or imtatmg 
chenucal substances, and still others were much wider from the 
mark 

We have searched m vam for "ptomains” that might cause 
gastro-mtestmal or other symptoms Spht products of protem 
putrefaction are readily isolated Some of these products have 
physiologic activity, but none of them so far have been demon- 
strated to be poisonous when taken by the mouth The so- 
called ptomams isolated and descnbed by Selmi, Nencki, Breiger, 
Schmiederberg, Faust, and Vaughan were usually obtamed from 
putrid orgamc matter that had decomposed past the pomt where 
it would be used as food Furthermore, most of these sub- 
stances were tested by mjecting them subcutaneously or mtra- 
venously mto animals Many substances are poisonous when 
thus mtroduced parenterally, although they may be harmless 
by the mouth Agam, many of the so-called ptomams isolated 
and descnbed have smce been shown to contam impurities 
Chemists are now seldom confident of the punty of protem 
fractions, even when obtamed m crystaUme form The chem- 
ical search for spht protem products as the cause of “ptomam 
poisomng” has practically been abandoned Most of these 
spht products are amms, which are either not poisonous at aU, 
or no more so than their correspiondmg ammonia salts The 
•chemical resemblance between muscarm and chohn has directed 
' work toward the phosphatids, but thus far this hne of re- 
search has not helped solve the puzzle of “ptomam poisonmg ” 
I have selected some instructive cases lUustratmg fallacies 
m the diagnosis of “ptomam p>oisomng” which have come to 
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CUT nobce duimg the past two years m the investigations which 
we are carrying on at Harv^ard Most of the foUowmg cases 
we ba\’e ni'v’estigated personally, mfonnation concerning some 
of them was obtained by correspondence or from the literature 
Oxalic Add Poisoning — Oar case No 1, A V P , female, 
age fifty-eighL Ate about a half-peck of cooked rhubarb leaves 
(tops) Monday, Jfay 14, 1917, at 4 p ii Also took much of 
tbe water in which the leaves were cooked- Patient was ack 
all night, started to \omit about 3 A. on the morning of the 
15th At the same tune diarrhea commenced and continued 
dunng the night, but bowels did not mo\*c again imtil the time 
of death Patient vomited tliroughont the entire illness, was 
very thirsty, and drank a great deal of water Temperature 
normal. Patient had had chrome pain*; m abdomen for many 
years, which were much intensified dunng this penod. Died m 
ten days Rigor mortis did not set m until thirty hours after 
death- Bactenologic examination of material obtained post- 
mortem by rectal swab showed that the case was compheated 
with dysentery 

A brother m-Iaw of the patient ate some of the greens and was 
sick all night, but recovered. A sister of the patient ate a very 
small amount of the greens, and had but sbgh t 

Diagnosis Oxahe aad poisonmg This rac^ was mvcsti' 
gated by us because it was reported as **ptomain poisonmg.” 

A slmn ar instance was reported in fbp WccHy BoHetm of 
the New YoA; City Department of Health September 16 1916- 
This was suspected '‘ptomam poisonmg” due to 
The report follows 

‘Some tune ago, through our Weekly BuUctim we 
pnyaaans to be on the lookout for cases of ptomam ' 

^ to promptly report aD such cases to the 
Hedth On unestigation, vci> few of the cases ^ , 
ptomam poisonmg. 

A recent nn'estigation showed that r ^ 

in the East Side and ongmaDj » 

Ptomain pcusonmg were reaD> due to 
prepared from 'Qchav^ or ‘Szchav* 
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knovm as sour-grass— a speaes of sorrel This plant is nch m 
oxalic aad salts, analysis m the Health Department’s chemical 
laboratory showing as much as 2 grains of oxahc aad m 1 ounce 
of the leaves, and double that in the steins 

“An inspector of the Health Department’s Bureau of Food 
and Drugs found that sour-grass soup is a common dish m some 
of the East Side restaurants In some cases the stalks of the 
leaves are discarded as too aad In one restaurant the inspector 
found that the stalks were removed, the leaves then well washed, 
and the washmgs rejected After that the leaves were soaked 
in cold water overnight and then boiled m water for fifteen 
minutes This extract was poured off and rejected A second 
boiling of the leaves then followed, after which eggs and cream 
were added The dish was then ready to serve Chemical 
anal 3 rsis of the finished soup showed about 10 grains of oxalic 
actd per pint of soup " 

Belongmg to this group of imtatmg chemical substances 
IS the foUowmg account which we obtained from Chicago 

Tartar Emetic — Dunng the summer of 1917 a number of 
cases of “ptomam poisoning” occurred m Chicago due to tartar 
emetic This drug was given to guests m hotel dimng-rooms and 
restaurants who had shghted waiters in givmg “tips ” Ten 
waiters were mdicted by the Grand Jury The Assistant States 
Attorney wrote me as follows “That ^Micky Finn’ powders 
were given to guests at banquets and m hotels and restaurants is 
well established by the evidence m possession of this oflice The 
analysis shows the powder to be pure salt of antimony and 
potassium mtrate, known by the trade as tartar emetic ” 

Saltpeter. — Our case No 5 This was an outbreak of diar- 
rhea occumng durmg June and July, 1917, m the 6th Massa- 
ffiusetts Regiment, at Camp Darhng, Frammgham, Mass We 
ivere asked to mvestigate a small outbreak of diarrhea at the 
inmp, and I sent Dr Atwater there on July 9, 1917 The 
iymptoms were mild and without fever A study was made of 
he blood and feces and also of the food, milk, and water 
STotlung mdicative was discovered chemically or bacteriologically 
juspiaon was then aroused toward some mischief maker with 
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maliaous mtent. Fmafly, an. oU Navy surgeon suggested look- 
ing into the sugar It was found to be somewhat unusual m 
taste. Dr Webber found a sample of this sugar to contain 
about 1 per cent of potassium mtrate It is assumed that the 
saltpeter was added to the sugar as an anaphrodisiac. This 
ineffectual attempt at chemical morahty cannot meet with the 
approval of the true reformer The sugar was chan ged and 
the trouble ceased 

Uremia and Neoplasm. — Our case No 56 This illustrates 
loosely and vaguely the term “ptomam poisoning” is used even 
in one of our best and oldest medical journals The following 
editorial appeared m the Boston Medical and Surgical Journal 
of February 13, 1919, p 204 

“Dr Thomas F Harrington, Deputy Commissioner of the 
State Board of Labor and Industries, died at his home m Boston, 
January 19, 1919, after a five weeks’ iHneas from ptomam 
poisoning ” 

Investigations made by Dr Sisco disclosed the fact that Dr 
Harimgton thought he was troubled with “ptomam poisoning,’’ 
and this must have been the origin of the diagnosis. The true 
facts appeared m an editonal correction m the Boston Medical 
and Surgical Journal of April 3, 1919, p 398 

“In a recent issue of this Journal was published an obituary 
of Dr Thomas F Harrington m which it was said that the cause 
of his death was “ptomam poisoning ” Further mvestigation 
of this diagnosis, with the physician m attendance upon Dr 
Harrington and the death certificate, has disclosed, first, that 
the ongm of the diagnosis is unknown, and second, that the 
immediate cause of death was uremia, an apparent result of a 
neoplasm which obstructed the ureters ” 

The report of Dr Harrmgton’s last illness is a very good ii- 
lustration to show how deep-rooted the fallacy of "ptomain 
poisonmg” has grown, and how loosely the term is used 

In the Journal of the Amencan Medical Association, JIarch 
17, 1917, one of the causes of chrome nephritis is given as “re 
peated ptomain poisoning ” 

Dysentery -Our case No 52 One of the early instances 
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of “ptomam poisoning” investigated by us was a family out- 
break "whidi turned out to be bacdlary dysentery The following 
IS a condensed account of the essential features 

Wood family consisted of mother, father, and four children, 
all hiong m Avon, Mass On August 23, 1918, the entire family 
went to visit the wife’s parents at Randolph On the 27th the 
baby was taken sick, havmg malaise, diarrhea, and fever as the 
chief symptoms The child tossed its head about a great deal 
durmg its sickness No blood was noticed m the stools Child 
died on September 1st No autopsy was done 

On the 26th of August Gladys (nme years old) had abdominal 
pains and a profuse diarrhea with movements every ffieen 
mmutes The stools were bloody and contamed mucus Later 
there was vonntmg and fever Child was sick until September 
3d 

On September 1st Thirza (three years old) began to have a 
bloody diarrhea with fever There was also a twitching and 
tos sing of the head She died September 9th, havmg vomited 
the mommg death took place 

On September 3d Thelma (seven years old) developed bloody 
diarrhea, which did not last very long 

Mother and father each had a shght attack of diarrhea, but 
not of long duration or great intensity Same was true of the 
grandparents 

Investigation of diet showed that meat and salt fish had been 
brought with the family from Avon, but that otherwise food 
eaten was purchased m Randolph Family suspected overripe 
cantaloup, but no evidence was found to support this 

It was found that there had been a number of such cases of 
sickness m Randolph and several deaths 

An autopsy was performed on Thirza Wood, and an account 
of the findmgs disclosed lesions of bacdlary dysentery Bac- 
tenologic exammation of the mtestmes gave a positive culture 
of the dysentery bacdlus (Shiga) 

Bacterial Infections — We now know that most of the cases 
formerly called “ptomam poisoning” are, m fact, instances of 
bactenal infections It is not even proper to call such cases 
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food JTo one would thinL of speakmg of a case of 

typhosJ fcstr contracted from mi!L as food poisoning There 
IS m tiB QtEgorr a group of gastro-intestmal disturhances 
caused he tie BaciUus enlcnlidis and its congeners GUrtner, 
18SS, described an outbreak assooaled with the BaciJ/nr ciilcn- 
Mis ivhidi has since been called the GSitner baallus This 
uifcro-organisa belongs to the colon tj'phoid group, and is the 
type of a number of closelj associated. Gram negatii’e, spore 
free tedffi which hare a certam amount of pathogemc power 
They are taken into the system with food and dnnk, direct 
ind indirect infection occurs, food, fingers, and flies play a r61e 
ni the transfer of these infections, as they do m the case of 
typhoid ferer Bacillua earners of this group are suspected, 
hut are probably rare. Infections of this type bear a dose re- 
semblance to paratyphoid fever They are much more common 
abroad than m this country, at least, they are reported much 
iiitfE often from England, Germany, and France These out- 
breab are raty apt to be assoaat^ with church suppers, so- 
ronty picnics, and fratenuty dinn ers. The reasons seem self 
^ent when we investigate the way the food is often prepared, 
bandied, kept, and served at such functions It is no longer 
tfe (aahion to call bacterial infections belonging to this rinss 
ptomam poisoning,” for they have a distmct etiologic standing 
® tta own IVe are making an extended study of this phase 
0 the subject, and will have a report upon it at a later time 
hidlgesaon.-Our case No 8, M J R , male, forty-rune 
played golf on July 23, 1917, a particularly warm and 
dsy While fatigued and overheated ate an ear of boiled 
com, ham omelet, cold slaw with mayonnaise, potatoes, 
tennehm, and cake During the night had abdominal pam 
tf^u of the umbflicus. At daybreak took a Seidhtz powder, 
was followed by two or three loose semiformed move- 
noticed to contam blood or mucus Felt weak and 

Qw ■vomiting, but a slight headache added to 

^wt of the malaise 

l^rature next mornmg, July 24th, 101° F Entered 
shout noon On admission, pulse lOO, temperature 
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100 6“ F Was given calomel, six doses of 10 milligrams each, 
at fifteen-minute mtervals The temperature rose to 1012° 
F that everung, but the next mormng was 99° F , and later the 
same day returned to 98 6° F and remamed normal No further 
symptoms 

White cell count was 5200 Stools contained Bacillus coh 
and B coh commumor, but no pathogemc bactena 

The diagnosis was doubtless a mild heat exhaustion, accentu- 
ated by acute mdigestion due to mdiscretion m diet, and, further- 
more, eatmg too qmckly while fatigued and overheated 

Acute digestive troubles with a great vanety of symptoms 
and from a great vanety of causes are often loosely and carelessly 
called “ptomam poisomng ” 

Nervous Diarrhea — Our case No 10 On March 15, 1918, 
Dr X ate some experimental food at a luncheon club, which is 
mamtamed at the Department of Preventive Medicme at the 
Harvard Medical School for the express purpose of studymg the 
problems m question Fifteen mmutes later Dr X became 
very nervous and womed about his condition, quesbonmg the 
other men m the laboratory concerning his appearance, etc , 
and watchmg himself closely for symptoms of illness His 
apprehension about himself was accentuated by mjudiaous 
teasmg on the part of his colleagues Withm about two hours 
he develojied a moderate diarrhea which lasted for several hours 
There were no other symptoms 

The expenmental food was c ann ed com, and was eaten by 
three other mdividuals, none of whom complamed of illness 
The analysis of these cans by Dr Wein 2 arl revealed no organisms 
Dr X ’s dietary for the precedmg five days contamed nothmg 
which would be looked upon with suspiaon 

His diarrhea was doubtless of “nervous” ongm, espeaally 
as he gave a history of similar attacks brought on by emotion 
or exatement 

Botulism — Recently three deaths occurred m Spokane, 
Washington, ■^fa^„wpr^^^^grted as due to “ptomam poisomng ” 
Upon mvesti^^Rh-^fftj^ wm^’s^wn to be botulism, said to be 
due to home-processed beets 
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Botulism is a true toxemia It is caused by a toxm which 
IS produced by the BadDus botullnus m nitrogenous food The 
toxin IS produced at room temperature m vegetables and frmts 
as well as m sausage and other meats It has a stnkmg symp- 
tomatology and IS often fatal, but is a very rare cause of food 
poisonmg Botuhnus poison is a true toxm, and corresponds 
m all essential respects to the toxin of diphtheria and the toxm 
of tetanus, the only difference bemg that it is poisonous when 
taken by the mouth, whereas the tonns of diphthena and tetanus 
are only poisonous when mjected mto the tissues It is just as 
irrational to call botulism “ptomam poinsomg” as it would be 
to call diphthena or tetanus by this name 

Anaphylaxis — Anaphylactic reactions to certam foods are 
of very common occurrence These reactions are sometimes 
severe and are accompamed by urticanal eruptions of the mucous 
membrane as well as of the skm These changes may take place 
m the esophagus and perhaps the stomach, for it is not uncom- 
mon to have s'omltmg m severe cases, and the i ormtns sometimes 
contains blood The attacks are usually severe and come on 
suddenly, and in a number of instances have been mistaken for 
“ptomam poisonmg" Persons who are hypersusceptible to 
certam foods, such as shell fish, strawbemes, etc,, sometimes 
associate these symptoms, and the hterature contains a number 
of instances of this condition bemg mistaken for “ptomam 
poisonmg ” 

Oxahc aad, tartar emetic, and saltpeter, uremia and cancer, 
dysentery and bacterial infections, mdigestion, nervous diar- 
rhea, botulism, and anaphylaxis haie all been Tnt«itnlfTi for 
“ptomam poisonmg ” It fs not necessary to give further m 
stances showmg the fallaaes m this diagnosis The term should 
be a\oided for it lacks precision In fact, “ptomam” is a 
term for a chemical substance of uncertam ongm, unknown 
nature and doubtful existence 
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Johnston, Janeway, Yankauer, Mosher, Stillman, Chevakt 
Jackson, and others 

Indications — ^The indications for esopbagoscopy are tk 
presence of a foreign body in the esophagus and all other condi 
tions m which there are discomfort, pam, or difBculty m swal 
lowmg 

Contraindications — ^The contramdications are aortic aneu- 
rysm, cardiac disease with hyperthrophy, artenosderosis vath 
hypertension, advanced pulmonary tuberculosis, arrhosis of 
the hver and curvature of the spme (in the cervical or dorsal 
region), but these are not contramdications if the esophagos- 
copy IS being done for the removal of a foreign body 

Method. — Before an esophagoscopic examination the patient 
should have a pre limin ary physical exammation, and frequently 
an «-ray study to exclude contramdications 

Children under six years of age very frequently can be ex 
animed without the use of an anesthetic The child is OTapped 
m a sheet, placed on the table m dorsal position, and finnly 
held by two assistants If for any reason an anesthetic is neces- 
sary, a general anesthetic should be used and the preferena 
given to ether Local anesthetics are very dangerous m cnn 
dren, and the deaths which have occurred imder general anes- 
thesia have been when chloroform was used 

In adults the exammation can always be made by using a 
local anesthetic except m cases of the removal of very laip 
foreign bodies where it is necessary to give ether to thoroug y 
relax the patient 

My routine has been as follows The patient is seated on a 
low stool, the head held by an assistant, m almost complote es 
tension, and three or four apphcations of 10 pier cent solubon 0 
cocam (on cotton apphcator) are made to the laryngopharynx, 
then the esophageal spieculum is mtroduced, and, if necessary) 
two or three apphcations of cocam are made to the right pynfor® 
sinus and the upper end of the esophagus Before the esopba^- 
scope 13 passed the esophageal speculum should be mtrodu 
and a careful mspection made of the pynform smuses and tW 
upper end of the esophagus By domg this we frequently 
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diseased conditions -whidi might otherwise be overlooked The 
esophageal speculum is now passed through the right pynform 
sinus and the larynx is gently brought forward, thm brmgs into 
view the sht like opemng of the esophagus The right pynform 
Emus 13 selected because the esophagus m its downward course 
passes shghtiy from nght to left, making it very much easier to 
enter the esophagus through the right pyriform smus The 
esophagoscope should be passed without the obturator, as this 
^ves a better opportumty to study the esophagus When the 
Instrument is mtroduced to the cricoid region it meets with more 
or less definite resistance This is caused by the contraction of 
the inferior constnetor muscle of the pharynx, this resistance 13 
quiiily overcome if a shght degree of pressure is used After 
the cncoid region is passed In a normal esophagus there is no 
difficulty m passing the tube down to the cardia There are four 
rcglona m which a normal esophagus shows narrowing of the 
Itunen first, cricoid, second, crossing of the arch of the aorta, 
third, aossmg of the left bronchus, fourth, at the di^hragm, 
these are respectively 16 , 23 , 27 , and 37 cm from the mosor 
teeth. The cervical portion of the esophagus is a collapsible 
tube, the dorsal portion remains open, showing a shght dilata- 
tiou during inspiration and a shght contraction dunng expua 
tion The mucous membrane is soft, smooth, and has a pale 
pink tinge which changes to a reddish hue at the cardia. 

The esophagus is to be studied during the withdrawal of the 
tube as well as during the mtroduction, for m some cases a 
better view is obtamed while the instrument is bemg withdrawn. 
The conditions m which esophagoscopy aids m the diagnosis 
ere caremoma, acatneial, spasmodic, and pressure stenosis, 
ulceration, and diverticulum, 

Ctrdnoma — In malignancy the esophageal picture vanes 
th the duration of the disease. Unfortunately, we do not see 
ttost of these cases until the disease is epnte far advanced, for 
e patient does not seek rehef until obstructive symptoms 
te occurred, and these are only found late in the disease 
upper portion of the esophagus should be exammed with the 
escfphagcal speculum and the examination completed with the 



